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VoL. XXXVI. 
ADDRESS IN SURGERY* 


IS THE HUMAN ORGANISM AN ELECTRO- 
CHEMICAL MECHANISM? WHAT IS 
THE INTERRELATION OF THE BRAIN 
AND THE LIVER WITHIN THE ORGAN- 
ISM? HOW DOES THIS INTERRELA- 
TION AFFECT THE PROBLEMS OF THE 
CLINIC? | 

Georce W. Critz, M.D., F.A.C.S. 


CLEVELAND, O. 


These three questions have been uppermost in our 
minds for several years, and since the researches, 
which have been conducted in our laboratories in 
an effort to answer them, have yielded most inter- 
esting and telling results, I shall endeavor today to 
present to you the outstanding features of the prob- 
lem as we have seen it; and, in brief, the conclusions 
which we have reached, with their clinical applica- 
tion. 

First of all let us consider certain primary facts 
which we know to be true, and from these preceed 
to project a hypothesis. We know that the brain 
can neither perform its function nor survive with- 
out the liver; that if the liver is excised, the brain 
very rapidly loses its power to produce heat, the 
temperature of the body going down steadily until 
death. We also know that after excision of the 
liver, the power of the brain to function decreases 
steadily until death; likewise, that when the liver is 
removed, the brain cells, themselves, rapidly under- 
go disintegration. To these may be added the fun- 
damental fact, which has been established by experi- 


ments in our laboratory, that the temperature of the 


brain is rapidly diminished after excision of ‘the 
liver. It has also been found that if the brain is 
removed by decapitation, and then transfusion of 
blood is given and artificial respiration introduced, 


an animal will live longer without its head, than 
- with its head and without its liver. 


In this connec- 
tion, it has also been noted that if, after decapita- 
tion, the liver cells are examined, chemical disinte- 
gration of the liver cells is not found. On the other 
hand, if the liver is excised, the brain cells do. deter- 


*Read at the 30th Annual Meeting of the New York and 
New England Association of Railway Surgeons. 
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riorate, degenerate, and chemically break down. In . 
other words, the brain depends upon the liver for its 
viability; the liver does not so depend upon the 
brain. It should be remarked further that, although 
the brain cells are broken down chemically by the 
absence of the liver, no other organ of the body is 
affected in like manner. The thyroid is not changed ; 
the muscles are not changed; the heart muscles are 
not changed so markedly as are the brain cells. The 
brain cells are the ones which are changed strikingly ; 
and that, of course, means the nerve cells, wherever 
they may be. 

So far as I know, there is no way of harmoniz- 
ing these facts by means of anything which the 
physiologists tell us of the function of the liver. You 
might contend that the blood of these liverless ani- 
mals was contaminated with the by-products of 
metabolism; and that, the liver being out, there was 
no means of breaking down these by-products. But 
we bled animals which had no livers, and put blood 
from animals which had first-class livers into their . 
veins, and it did not increase the length of time they 
lived. Indeed, up to the present time, no one has 
discovered anything which will substitute for the 
liver. 


This being the case, we have for some time been 
conducting in our laboratories researches, the results 
of which, though they cannot as yet be regarded as 
conclusive evidence, certainly give very interesting 
indications as to the role of the liver, its interrela- 
tion with the brain, and the reason why substitution 
for the function of the liver is impossible. 

Let us attack this problem with the following hy- 
pothesis: that man and animals are electro-chemical 
mechanisms; and that the cells, the nerve cells of 
the body—wherever they may be—are batteries ; and 
that as a result of their internal respiration, they 
create electric energy, electricity—not something 
like electricity, but electricity itself. The electricity 
would then run down the little wires—nerve fibres 
—to the end organs; and the latter, being stimulated, 
would perform their characteristic function. 

It has long been known by physiologists that elec- 
tric stimulation of the nerve supply will make any 
organ of the body perform its function. They are 
agreed on almost nothing expect this fact: that elec- 
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trical stimulation is practically synonymous with the 
normal stimulation of nerves. 


Since the unit of structure and function is the 
cell, the conception of the human organism as an 
electro-chemical mechanism rests on the conception 
that each cell of the organism is a complete electro- 
chemical unit, which functions as an electric battery. 
The cell consists of two highly differentiated parts, 
the nucleus and the cell body, which are separated 
from each other by a semi-permeable membrane. 
The nucleus and the cell body cannot each be sharply 
stained with the same stain, but differential stains 
are required. This fact indicates a difference be- 
tween the composition and the function of these two 
parts of the cell. Two colloidal solutions, one acid 
and the other neutral or alkaline, separated by a 
semi-permeable membrane constitute a battery. The 
cell, therefore, is a battery. If the cells of man and 


animals are batteries, then we may assume that man 


and animals are electro-chemical mechanisms. 


Assuming that the organism is an electro-chem- 
ical mechanism since it is composed of cells, which 
ate very evidently batteries, we know that in some 
way these batteries must be recharged. It is an 
axiom that man and animals are obliged to sleep. 
There is no animal which can stay awake indefinite- 


ly, any more than a doorbell can ring interminably. 


Time must be allowed for the ions to travel back 
again, for the battery to become depolarized. It is 
an extraordinarily interesting thing that man is 
obliged to lie down almost one-third of the time, 
doing nothing at all, unconscious, wasting time, 
loafing, negative, in spite of the fact that he ap- 
parently needs that time for action. So it is that 
we feel more than ever convinced that the human 
organism is an electro-chemical mechanism, and that 
sleep is the indispensable process of restoring and 
recharging the batteries. Sleep is a fundamental 
thing to our hypothesis, and we have studied the cells 
of every tissue and organ of the body to see what 
cells slept. We have discovered that the brain and 
the liver are the only two organs which sleep con- 
spicuously. The rest of the body does not sleep as 
far as one can judge from the cells. 

Again, in exhaustion, and in death, we have found 
that the two organs which show conspicuous cyto- 
logic changes are the brain and the liver. In over 
2,400 experiments on animals, we have not found 
a single instance in which the brain and liver cells 
of an animal, which had been reduced to exhaustion 
by any means whatsoever, did not show cytologic 
changes. It is, therefore, evident that. they work 


together in some way, and are likewise restored 
together. Sleep restores both of them; and when 
one is restored, the other is restored. Is it not pos- 
sible that they are the two poles of the electro. 
chemical mechanism? 

'W. J. V. Osterhaut, a plant physiologist at Har- 
vard, gave me a clew which led to the research which 
we have been carrying on for the last three years 
with a view to the further interpretation of this 
idea. Osterhaut showed that the viability of the 
cells of certain sea plants could be determined by 
measuring the electric conductivity of those cells; 
that when death took place in these cells, electric 
conductivity had one value; when excitation took 
place, it had another value, etc. He, therefore, con- 
cluded that the so-called permeability of cells (which 
had long been recognized as the factor which gov- 
erns stimulation of cells) and their electric conduc- 
tivity were one and the same. 

Following Osterhaut’s lead, we adopted this line 
of reasoning: If the brain drives the body as an or- 
ganism, and if the brain cells are the batteries by 
means of which the brain does the driving, the elec- 
tric conductivity of the brain must be the key to the 
power of action, and we should find that whenever 
there is an increased activation of the brain, there 
is an increased electric conductivity of the brain. 
Our researches showed this assumption to be cor- 
rect. It happened with trauma, with adrenalin in- 
jection, and with infection. There was a primary 
stage of increased electric conductivity of the brain; 
then as the stage of exhaustion approached, the con- 
ductivity decreased. Having established this fact, 
we next proceeded to determine the relative con- 
ductivity of the various organs. If man and ani- 
mals are, as we believe, electro-chemical mechan- 
isms, one would expect to find, for example, that 
the cerebellum would have a lower conductivity than 
the cerebrum, since electricity flows from a lower 
to a higher conductivity. It has, therefore, been 
particularly gratifying to find that the voluntary 
muscles have a high conductivity; that the con- 
ductivity of the cortex is higher than that of the 
cerebellum; and that the liver has the lowest con- 
ductivity of any organ in the body. This last was 
a surprise to me. I had expected to find it high. 
This discovery has led us to assume that the liver 
is the generator in the electro-chemical organism 
which we call “man”; and the brain, the battery. 


The electrical current would then pass from the 


liver to the cerebrum, and flow outward through 
the cerebellum, the cortex, and the spinal cord to 
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the muscles, always going from a lower to a higher 
conductivity. The theory is further borne out by 
the fact that in unconscious animals, like unborn 
rabbits, the conductivity of the cortex is lower than 
that of the cerebellum. As soon as the little rabbit 
becomes conscious—about the fifth day—the reverse 
is true, showing that without the correct relative 
electric conductivity of the organs, we cannot have 
viability—consciousness. 

A. significant corollary to. these observations in 
rabbits were the measurements of the cerebrum and 
cerebellum in two patients who died in the hospital 
—one after days of unconsciousness from a brain 
tumer; the other, who died from carcinoma of the 
stomach, being conscious until just before death. In 
the former ca-e, the conductivity of the cerebrum 
was below that of the cerebellum as in the .rabbit 
fetuses; in the latter, the conductivity of the cere- 
brum was higher than that of the cerebellum. 


In the light of these observations, it seemed prob- 
able that, by means of electric conductivity measure- 
ments, knowledge which would be of value in the 
clinic might readily be gained. Accordingly, we 
initiated experiments to find the effect of exhaus- 
tion, of anesthetics, of adrenalin, of shock, of trau- 
ma, and of the injection of acids upon the electric 
conductivity of the liver and the brain—our two 
poles of the organism. F 

The findings from these experiments may be sum- 
marized as follows: 


I. Electric conductivity measurements have shown 
that first effect of ether anesthesia is to increase the 
conductivity of the brain, while later, as the anes- 
thetic progresses, the conductivity of the brain is 
progressively decreased. This would indicate an 
early increased permeability of the cell membranes, 
thus permitting an increased concentration of H- 
ions with a later decreased permeability so that the 
cells become practically isolated from the benefits 
of circulation. That is, they cannot receive a suffi- 
cient supply of oxygen or water, nor can they dis- 
charge the accumulated products of the increased 
metabolism. During nitrous-oxid-oxygen anesthesia, 
on the other hand, the permeability of the cell mem- 
branes is increased to a markedly less degree; and 
under nitrous-oxid-oxygen analgesia, is practically 
unaltered. 

This evidence of the protective influence of nit- 
rous-oxid-oxygen was correborated by the results 
of another series of experiments, regarding which 
I shall not have time to go into details today. Direct 
measurements of the temperature of the brains of 


rabbits during ether and during nitrous-oxid-oxygen 


_anesthesia were made by means of the thermocouple. 


Under continuous ether anesthesia, the temperature 
of the brain declined steadily to the death point, 
whereas, during continuous nitrous-oxid-oxygen an- 
esthesia, the temperature of the brain remained prac- 
tically unchanged. 

2. Exhaustion from any cause—surgical shock, 
insomnia, emotion, infection, etc—is marked by a 
diminished conductivity of the brain and an increased 
conductivity of the liver. With the exception of the 
liver, the tendency of all the tissues in exhaustion 
is toward a diminished conductivity. Restoration, 
when it is accomplished by long periods of rest after 
insomnia, is marked by an increasing conductivity 
of the cerebrum and the cerebellum toward the nor- 


_mal, and decreasing conductivity of the liver toward 


the normal. 

3. The immediate effect of activation appears to 
be an increased conductivity of the brain and de- 
creased conductivity of the liver, tending later to 
decreased conductivity of the brain and increased 
conductivity of the liver as the stage of exhaustion 
approaches. 

4. The immediate effect of the injection of adre- 
nalin is an increased conductivity of the brain; after 
repeated doses of adrenalin the conductivity of the 
brain is decreased. 

5. In the animals studied, conductivity of the 
cerebrum was higher than that of the cerebellum, 
excepting in fetuses and in new-born rabbits up to 
the time when they began to crawl out of the nest. 

6. In acute iodism, produced by the intraperi- 
toneal injection of icdoform, the conductivity of all 
the tissues was increased above the normal. 

7. The conductivity of the brain was decreased 
after hepatectomy. 

8. The conductivity of the brain was decreased 
after adrenalectomy. 

9. The injection of an acid decreased the conduc- 
tivity of the brain and increased the conductivity of 
the liver. The injection cf an alkali increased the 
conductivity of the brain and decreased the conduc- 
tivity of the liver. 

10. Prolonged insomnia was followed by decreas- 
ed conductivity of the brain and increased conduc- 
tivity of the liver. A period of sleep and rest after 
a like period of insomnia showed that the conduc- 
tivity of both the brain and the liver was approach- 
ing the normal. 

It is a curious fact that in exhaustion the brain 
always shows a decreased electric conductivity; and 
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the liver, an increased conductivity. In other words, 
as we would expect, the battery—the brain—is worn 
out. It is evident that we shall henceforth be able 
to interpret by physics the things which we have 
been accustomed to interpret by means of the micro-- 
scope. 

Though we cannot claim as yet to have established 
as a fact that the brain depends upon the liver for 
its electric energy, we have at least very strong indi- 
cations in that direction. And this knowledge, 


- though incomplete, has had a real value in its clini- 


cal application. A definite routine for bad-risk cases 
has been established. 

To give one graphic illustration: In a common 
duct gall-stone case, in which the patient has had 
chills, has jaundice, chills, and fever, the risk is 
bad. Before the operation, we should give that pa- 
tient a large quantity of water. In fact, this should 
be given the day before operation in order to insure 
a supply of fresh water to the cells. It must be 
remembered that in many diseases, especially as the 
stage of exhaustion approaches—and this is partic- 
ularly true in the stage of obstruction in carcinoma 
of the lower intestine—the fluids in the body become 
saturated with by-products so that they no longer 
serve to wet the tissues. Therefore, it is essential 
that water be administered in sufficient quantities, 
not only to supply the existent need, but also to. as- 
sure sufficient water for the cells during their in- 
creased activity in response to the operation. For it 
should not be forgotten, that under the stress of op- 
eration, with traction, trauma, and exposure, the 
metabolism of the patient is increased, and hence 
its by-products created more rapidly. For the same 
reason, water is required immediately after the 
operation. Therefore, on the day before, and the 
day after operation, water is given by mouth, and 
if exhaustion is advanced, by hypodermoclysis. 

The patient should be assured of a good night’s 
sleep before operation by any means at our disposal, 
since sleep is a great restorer. To assure the con- 
veyance of fresh water and of a supply of oxygen 
to the cells, a sufficient blood-pressure and blood- 
volume must be maintained. Therefore, if either 
of these factors be impaired, a transfusion of blood 
is given before operation, and repeated after opera- 
tion if required. If the myocardium is weak, digi- 
talis is given to assure the maintenance of the circu- 
lation of the increased blood stream, thus assuring 
the hydration and oxygenation of the cells. 

On the day of operation, the patient should be 
handled very carefully and tactfully, so that his in- 
ternal secretions will not be excited through fear, 


worry, and anxiety; in other words, so that the 
acid-alkali balance may be as little disturbed as is 
possible. Every means should be used to prevent an 
increase of the acid by-products. Therefore, nitrous- 
oxid-oxygen, not ether, should be administered; and 
analgesia, not full surgical anesthesia. During the 
time that the gall-bladder is being explored, it may 
be necessary to increase to full anesthesia for a few 
minutes, but this period should be as short as pos- 
sible. It is taken for granted that the operation 
will be done through an ample incision and with a 
sharp knife, with as little tearing and trauma as 
possible. 

Immediately upon the return of the patient to his 
room, hot packs are applied over the whole abdo- 
men in order to restore at once the function of the 
liver as far as possible. If there is secondary ane- 
mia, blood transfusion should be given. During 
the first twenty-four hours following operation, from 
3,000 to 4,000 c.c. of fresh water should be given 
in any way which seems practicable in the case at 
hand. If morphine is indicated, it should be given 
in order to keep the patient sufficiently quiet so that 
he will not expend unnecessarily the energy for 
which he has such great need. 

Our experiments in electro-conductivity and ther- 
mocouple measurements, and our belief that the: 
electro-chemical theory of the human organism is 
well on the road to becoming a fact have led us to 
adopt the following maxims for all cases in our 
clinic: 

1. Keep up the blood-pressure and normal 
oxidation. 

2. Give plenty of fresh water before and 
after operation by mouth, and subcutaneously 
if necessary. 

3. Maintain the temperature of the body when 
the organs are exposed, by the use of hot- 
water bed; and after operation, by hot packs. 

4. Maintain acid-alkali balance and temper- 
ature of brain and liver by using nitrous-oxid- 
oxygen analgesia. This will also keep permea- 
bility of cells close to normal. 

5. Block impulses to the brain by using local 
anesthesia. 

6. Avoid rough handling. 

7. Whenever performing an operation that 
falls within the “bad risk” classification, take 
all precautions beforehand, even though the in- 
dividual patient may not seem to require them. 
Do not wait for an emergency to arise, for then 
the precautions will not avail. 

8. Give hot water. 


si 
of 
ok 
or 
in 
th 
mi 
cu 
It 
the 
: in 
sil 
cel 
: the 
: lin 
ob 
the 
at 
int 
ful 
| ski 
ed, 
wo 
7 
| tive 
tive 
on 
of | 
a | 


in- 


1en 


Vor. XXXVI, No. 3. 


LANE—OPEN TREATMENT OF FRACTURES. 


AMERICAN 
JOURNAL OF SURGERY. 53 


THE OPERATIVE TREATMENT OF SIMPLE 
FRACTURES. 
Sir W. ArBuTHNOT Lang, Bart., M.S. 
Lonpon, ENGLAND. | 


As a considerable interval of time has elapsed 
since 1893 when I started to operate upon all cases 
of simple fractures in which it was impossible to 
obtain accurate apposition of fragments by means 
other than operative if complete restoration of func- 
tion was important or necessary to the individual, 
I feel that I am justified in stating my present views 
on the subject. I may say at once that they differ 
in no particular from those so clearly expressed in 
the first paper I ever wrote on the operative treat- 
ment of simple fractures. I therefore make no ex- 
cuse for quoting in detail a portion of that paper. 
It was read on April 13, 1894, and was published in 
the Transactions of the Clinical Society of London 
in that year. 


“My experience of the usual methods of treating 
simple oblique fractures of the tibia and fibula in 


certain classes of laboring men, by manipulation of © 


the fragments and the subsequent retention of the 
limb in some form of splint, is that the results so 
obtained are but too frequently unsatisfactory in 
the extreme. This conclusion has not been asrived 
at from the examination of a small number of cases, 
but I have coliected and observed many at varying 
intervals of time after the injury, and have inquired 


fully into their condition, and particularly into their — 


capacity for performing hard work, such as falls to 
the lot of most laborers. 

“I do not allude to the presence of any consider- 
able shortening or deformity, for with moderate 
skiil and care such conditions can be generally avoid- 
ed, though in some cases deformity and shortening 
are noticeable features. In this paper I will confine 
myself solely to the consideration of the physical 
capacity of the man to perform his accustomed heavy 
work after he has sustained an oblique fracture of 
both bones of the leg, or in other words of his rela- 
tive financial value as a machine, both before and 
after the accident, and I have ‘no hesitation what- 
ever in asserting that, under the methods of treat- 
ment at present adopted, not only is the man tctally 
incapacitated from earning a living for an unneces- 
sarily long period, but in a considerable proportion 
of cases he is unable subsequently to perform such 
heavy work as he was able to do before the injury, 
so that he is obliged to follow some less remunera- 
tive pursuit, if indeed he has not to depend solely 
on charity. In fact, his machinery is financially de- 
preciated by the accident,. occasionally to the extent 
of at least 70 to 80 per cent. of its original value. 

“If what I state is true, the form of treatment 
of such fractures which is universally adopted in 
our hospitals is simply disastrous, and can only be 
perpetuated because we are unaware of the financial 


loss or even ruin which our very imperfect surgical 
methods entail on our unfortunate patients. Though 
the shortening and deformity are usually trifling, 
the somewhat complicated displacement of the ends 
of the fragments on one another is sufficient to com- 
pletely alter, and often irretrievably damage, the 
machinery of the lower extremity. The deviation 
of the axes of the lower fragments of the tibia and 
fibula from the directions they originally occupied 
when in continuity with the upper portions of the 
respective bones causes pressure to be transmitted 
through the joints of the ankle and foot, of the knee, 
and to some extent even of the hip, in such an ab- 
aormal manner that the individual experiences not 
only a feeling of insecurity in these joints, which 
is especially marked in the foot and ankle, but he 
also suffers from progressively increasing pain and 
discomfort. 

“This means that the anatomy of the several joints 
which are called upon to perform a function other 
than that they were accustomed to carry out must 
alter in consequence of, and in proportion to, the 
degree in which the directions of the lines of pres- 
sure which is transmitted through the joints are 
changed. 

“Under these altered circumstances the joints are 
unable to carry out their physiological functions 
with the same accuracy and pertection that they did 
previous to the accident, and this inability is a pro- 
gressive one, and is accompanied by pain and dis- 
comfort which increases rapidly, and is most marked 
in those who sustain such fractures when past mid- 
dle age. ‘ 

“There are many other troubles which the patient 
experiences because of his inability to use the mus- 
cles and joints of his leg with the same accuracy, 
ease, and freedom as before, such as edema, eczema, 
uiceration, etc. 

“Even if there is only a small proportion of truth 
in what I assert—and in my opinion my experience 
justifies me in making the assertion—it is obvious 
tolly to continue our present methods of treatment, 
especially as more effectual means are ready to hand. 

“Why should we hesitate for one moment to bring 
commonsense mechanical principles to bear in the 
case of simple fractures of the tibia and fibula, when 
most surgeons of the present day would not dream 
of doing otherwise in the case of fracture of the 
patella with separation of fragments? May I ask 
this question: are we able by operative measures to 
treat oblique fractures of the tibia and fibula so that 
there shall be no alteration from the normal in the 
lines of pressure through the several joints? in 
other words, can we restore the bones to their orig- 
inal form? This can certainly be done, and at a min- 
imum risk to the patient, by freely exposing the frag- 
ments at the seat of fracture, by bringing the sur- 
faces into accurate apposition, and retaining them 
permanently in that position, 


“Such operative measures offer to the patient the 
following advantages: 
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(a) They at once relieve him from the pain of 
any movement of the fragments upon one another. 

(b) They free him from the tension and discom- 
fort due to the extensive extravasation of blood be- 
tween and into the tissues. 

(c) They shorten the duration of the period dur- 
ing which he is incapacitated from work, since union 
is practically by first intention, and consequently 
very rapid and perfect. 

(d) Lastly, and by far the most important, they 
leave his skeletal mechanics in the condition in which 
they were before he sustained the injury.” 


Since 1893 I have performed an enormous number 
of operations upon simple fractures employing wire, 
screws, or screws and steel plates, with uniform 
success. The proportion of cases in which I have 
had to remove plates or screws at a period subse- 
quent to the operation for discomfort arising from 
pressure when the plates were necessarily placed 
immediately beneath the skin is exceedingly small. 
Unfortunately the restoration of the fragments of 
broken bones and their fixation by means of plates 
and screws necessitate an asepsis that must be per- 
fect and much in advance of that sufficient for op- 
erative procedures in which no large foreign body 
is left in the wound. 


When I first called attention to this method of 
treatment I received an immense amount of oppo- 
sition and of abuse neither of which had any influ- 
ence whatever upon me. 

Some years later the British Medical Association, 
largely at the instigation of Sir Victor Horsley. 
appointed a very strong committee to investigate the 
whole subject. This committee, after taking evi- 
dence throughout England and the continent, veri- 
fied and confirmed all my statements. Their report 
was published as a separate paper by the Associa- 
tion. I believe this is the only occasion on which 
the Association has produced a separate report on 
any subject. It was done at considerable cost in 
time and money. 


A large number of surgeons then started doing 


these operations with more or less disastrous re- 


sults and they brought great discredit on the pro- | 


cedure. Their failure was due partly to a com- 
plete ignorance of the simple laws of mechanics but 
chiefly to a most imperfect asepsis. They attrib- 
uted their disasters not to their obvious incompe- 
tence and to their faulty technic but to some fault 
in the principles involved in the operation. They 
labored under the delusion that the very imperfect 
degree of cleanliness requisite for the safe perform- 
ance of abdominal operations and the small amount 
of skill which is usually required for their success 


are sufficient for the surgical measures required in 
fitting together and securing in position the frag- 
ments of bone in a simple fracture. 


Many surgeons devised new apparatus other than 


the simple straight plate, altering the texture or 
shape of the plate or employing encircling bands of 
steel. Others modified the form of the screws, de- 
vised new forms of screw drivers, etc. Some em- 
ployed plates and screws made of bone. In my 
opinion none of these modifications of my method 
ars as useful and effective as the straight steel plate 
which I have employed continuously with complete 
success. This all illustrates the tendency of sur- 
geons to lose sight of the general principle involved 
and to drown themselves in detail. 

While the operative treatment of recent fractures 
may frequently present much difficulty, the mechan- 
ical skill requisite for the restoration of the anat- 
omy and function of a broken bone whose frag- 


Fic. 1 represents diagrammatically the relations of the broken bones 
to the foot at time of receipt of the injury. 


ments have united at a bad angle or with much 
axial rotation, or imperfectly, possibly only with 
fibrous tissue, may be very great. This is particu- 
larly the case when two bones, such as the radiu 
and ulna, are involved. : 


There are, unfortunately, certain conditions, as 
for instance the too frequent result of the treatment 
of what I called the third degree of abduction-frac- 
ture of the ankle joint, in which the changes which 
ensue ofter the lapse of a few months are such that 
no operative interference can be of any avail. 

I called attention to this in a paper published in 
the Lancet, October 1, 1921, entitled “The disas- 
trous results of certain abduction fractures of the 
ankle joint,” in which I showed the vital importance 
of immediate operation and from which I-quote the 
following extract: 
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“My experience of the treatment of this fracture, 
of which very may cases have passed through my 
hands since I first recognized it early in my career, 
is that it is very often impossible to replace and 
retain the fragments in accurate apposition by means 
of manipulation and splinting alone. That this is 
certainly the experience of others is fair to assume 
from the conditions presented by these cases which 
have come under my observation some months after 
treatment. As far as I could gather from the his- 
tory of these patients, they were regarded as ordi- 
nary examples of Pott’s fracture, and were all sub- 
jected to the process of so-called ‘setting’ which en- 
tailed the administration of an anesthetic. The limb 
was then put up in a splint and a perfect result was 
promised. Some were radiographed subsequently, 
but no mention was made to the patient of any resi- 
dual displacement, if it was observed, and certainly 
no effort was made to rectify it. 

“It is unfertunate that once the fragments of the 
tibia and fibula have united in their displaced position 
the possibility of separating the tibial fragment and 


Fic. 2 shows the relationship of the bones to the foot after several 
months have elapsed since the receipt of the injury. The front 
of the tibia has formed a new joint with the cag aspect of the 
bead of the astragalus, while the fragments of the tibia and fibula 
have blended together to form an irregular mass which no longer 
permits of free flexion and extension of the ankle-joint. he 
articular surface of the astragalus has also undergone extensive 
changes in form. 

of restoring it to its normal position is very small. 

This is due to the fact that the end of the tibia has 

formed for itself a new joint with the upper surface 

of the neck of the astragalus and the adjacent por- 
tion of the tibial facet on the astragalus, while the 
fibular and tibial fragments, having united with the 
shafts, articulate with the rest’of the facet on the 
astragalus—which has become much altered in form 

-—with the process of bone behind it. (See Fig. 2.) 
“In the other varieties of adduction and abduc- 

tion fractures it is usually possible by manipulation 

to replace the inner malleolar and fibular fragments 
in their normal position and to restore the function 
of the joint. In this particular fracture the pres- 
ence of the displaced tibial fragment frequently 
forms what is practically an insuperable obstacle. 
“Surgeons have no valid excuse for the very dis- 


astrous results that follow these methods of treat- 
ment, since it is possible to obtain excellent radio- 
grams in most places in the country. What has puz- 
zled me is that none of these unfortunate patients 
had resorted to the law courts, although the failure 
of the surgeon to perform his duty is only too obvi- 
ous to the meanest intelligence, in view of the fac‘l- 
ity with which radiograms can be obtained by pa- 
tients in the present day.” 


THE ETIOLOGY OF HERNIA OF THE 
BLADDER 
LeicH F. Watson, M.D. 


Cuicaco, IL. 


The most important causative factors of bladder 
hernia are age and sex. C. Verdier, as early as 
1753, observed that it usually occurred in old men. 
It might also be said that anything that dilates the 
hernial rings or increases the volume of the bladder 
favors the incidence of this disease. 

a. Age and Sex. Bladder hernia is primarily a 
disease of adult life and old age, though it has very 
rarely been found in young children. Adams saw 
it in a child of 18 months, and the patient reported 
by Corner and Rowntree was the same age. Wyeth’s 
patient was two and a half years old; Kummer and 
Gay each reported a case in children 5 years old. 

In 241 hernias of the bladder collected by Brun- 
ner and Eggenberger, 168 were in men, and 73 in 
women. It was most frequent in men between 50 
and 60 years of age, and in women between 30 and 
40. Alessandri in 144 cases found 115 in males 
and 29 in females; only 6 of these cases were in 
children under 12 years old. Carmichael found 3 
cases in 152 hernia operations on children. Skeel | 
diagnosed a congenital femoral bladder hernia be- 
fore operation in a girl 5 years old. 


b. Changes in the Bladder. Habitual overdisten- 
tion of the bladder and flaccidity favor bladder her- 
nia. Distention may be due to prostatic disease, to 
obstruction in the urethra, or to a cystitis. When 
it continues, there is deficient contractility of the 
bladder which is followed by muscular atony and 
flaccidity. The bladder remains permanently en- 
larged and overlies the hernial orifice, which it may 
enter, if the latter is widely dilated. In youth and 
early life, the abdominal muscles exert a restraining 
effect on the development of bladder hernia, and in 
old age when this restraint has given place to flabbi- 
ness, with the resultant relaxation of the hernial 
rings, conditions are favorable for the development 
of vesical hernia, especially so if there follows an 
exciting cause, such as an effort or strain. Many 
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of these patients give a history of long standing 
constipation, prostatic disease or cystitis. 


c. Relaxation of the Abdominal Wall. The re- 
laxed abdominal wall is not only a predisposing 
cause of inguinal and femoral bladder hernia, but 
is also a factor favoring protrusions of the bladder. 
through abnormal openings in the linea alba or 
muscular wall, such as occur in post-operative ven- 
tral hernia. This point has been emphasized by 
Plummer, who believes that the closure of the sac 
at the first operation draws the bladder toward the 
internal opening, and in case the hernia recurs, the 
bladder is liable to be one of the contents of the 
sac. Kummer has reported the case of a boy, aged 
5 years, who had a recurrence after the radical op- 
eration, and at the second operation, the bladder was 
found in the sac. Gay found the bladder in an in- 
- guinal hernia sac while operating for recurrent her- 
nia. Clayton-Greene encountered the bladder in 
the sac at a secondary operation for femoral hernia 
in a woman. Bergener operated on a man with 
inguinal hernia, who had had an operation four 
years before, and the second operation revealed a 
bladder diverticulum, 2 inches long. 

d. Congenital Predisposition. Congenital predis- 
position as a cause of bladder hernia was suggested 
in 1713 by Mery. This factor is probably present 
in a very small percentage of cases, as a large ma- 
jority of the patients are adults or elderly before 
the hernia is noticed. It is probable that in some of 
the cases the bladder does not enter the sac, but 
there is a diverticulum which extends from the blad- 
der through the hernial opening, and which in time 
may become enlarged, closely resembling a portion 
of the bladder proper. A few undoubted cases of 
congenital hernia have been reported: Hartman saw 
a case in which the sac contained ovary, tube and 


bladder; Schreger observed sciatic hernia of the. 


bladder in an infant one month old; Pott reported 
a case of inguinal hernia in a boy 6 years old, and 
Skeel saw a femoral hernia which had been present 
since birth, in a girl 5 years of age. 

e. Prevesical Lipoma. While prevesical lipoma 
was described by C. Verdier, it was not until the 
studies of Monod and Delageniére that the subject 
received much attention. This mass of prevesical 
fat is adherent to the anterior portion of the blad- 
der, and according to these authors, the bladder is 
drawn through the hernial orifice by the traction 
exerted by the lipoma. Jaboulay and Patel have a 
different explanation: They state that the more fat 


there is present, the easier it is to strip off the pari- 


etal peritoneum from the bladder, and with a well 
defined lipoma, the bladder is loosely attached and 
it is easy for it to slip into a hernial opening. A 
prevesical lipoma or lipocele was noted in 24 of the 
180 cases collected by Brunner, and in 7 of the 19 
cases collected by Lejars. In 110 cases collected by 
Eggenberger, a prevesical lipoma or a large mass of 
fat was present in 50 per cent. 

f. Traction of Enterocele and Omentocele. Sec- 
ondary cystocele may result from traction of a pre- 
existing hernia or from: the protrusion of a flaccid 
or distended bladder into an old or large hernial sac. 
This protrusion may be spontaneous, or the result 
of traction following intestinal or omental adhesions. 

g. Hernia of the Bladder in Women. Inguinal 
hernia of the bladder is less frequent in women than 
in men; while femoral hernia of the bladder occurs 
almost always in women, Of 42 cases of the femor- 
al variety collected by Heineck, 40 were in women 
and 2in men. The most important cause in women 
is pregnancy. During the early months of gestation 
the uterus does not exert much pressure on the blad- 
der, but as it enlarges it not only presses on the 
bladder, but it puts it on the stretch, causing it to 
change its shape. The pressure of the uterus on the 
ureter causes disturbances and may favor retention 
of urine and distention of the bladder. 


Communication 


Dr. MacDonatp. 
Chicago, February 15, 1922. 
To the Editor: 

The shocking news of the death of Dr. Jos. Mac- 
Donald, jr., brings to me a bereavement, because I 
had known him as a friend ever since he ventured 
into medical journalism, even before he was a.grad- 
uate in medicine. | 

Dr. MacDonald was an enthusiast in everything 
he undertook. If it was journalism, he went at it 
hammer and tongs; if it was the Army, he was not 
satisfied with a small role, but given an opportunity, 
rendered valuable service, rising to field rank in the 
medical corps. 

He was an enthusiastic Mason, because he believed 
in ideals. As a friend he was boundless in loyalty, 
as a man, he was liked and loved by all who came in 
contact with him. Free from narrowness and big- 
otry, a man who saw in others, human beings having 
the right to the joy of existence, he did no one any 
harm and endeavored to make many happy. 

He died too young. But he has not lived in vain. 
He has built up a splendid surgical publication, and 
the least that the successors can do is to perpetuate 
his name as its founder on every issue. 

Gustavus M. BLEcH. 
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PRIMARY SARCOMA OF THE SPLEEN. 
Reports of Cases of Splenic Sarcoma. Review of 
the Literature. 


Hyman I. Goxtpstein, M.D. 


CAMDEN, NEw JERSEY. 
Assistant in Medicine, Graduate School of Medicine, Uni- 
; versity of Pennsylvania; Philadelphia, Pa. 
Assistant Visiting Physician and Chief of Medical Clinic, 
Northwestern General Hospital, Philadelphia. 


Since Friedreich in 1865 reported his case of 
“Multiple nodular hyperplasia of the liver and 
spleen” (which Bunting believes to have been a 
primary sarcoma of spleen), I have been able to 
collect only about 66 cases of primary splenic sar- 
coma. This includes the cases reported by Weich- 
selmaum (2), Jepson and Albert, Bush, Moppert, 
Heinricus, Herczel, Billroth (2), Jordan, Braun, 
Collins, Kocher, Recende, Litten, Wagner, Bridges, 
Garre, Fritch, Krylow, Cohen and Riesman, Fried- 
reich, de Ritis, Weber, Krause, Ledderhose, Simon, 
Clark, Duchemin, Vulpius, Flothmann, Lancereaux, 
Von Hacker (one of Billroth’s cases), Bunting, 
Trélat, Moslier, Schoenstadt, Parker, Notte, Grohe, 
Fuhrer (2), Von Helmuth, Casott, Hauptmann, 
Golovina-Ammon, Temoin and Bonnel, Council, 
Ramond, Foix and Roemmele, Prinzing (2), Dea- 
ver, Faivre and Morellet, Masi, Markevich, Piazza- 
Martini, Meyer, Berens, Hektoen and Whiting, 
Power, Kummer, Woodruff, Picon, Perry, Warren, 
Acker, Bacelli, Bovaird, and several others. 


Pfister (1901), Baranchik (1909), Fowler 
(1911), McConnel (1912) and Moltrecht (1901), 
have written on primary new growths of the spleen. 

Meuki (1906) reported a case of “tumor of the 
lumen of the splenic blood vessel.” 


Primary malignant disease of the spleen is very 
rare. While cysts of various kinds are not uncom- 
monly found in spleens removed at autopsy and at 
operation, tumors of the spleen are comparatively 
very rare. While many spleens have been extir- 
pated for various diseases such as splenic anemia, 
Banti’s disease, pernicious anemia, leukemia, mala- 
ria, syphilis, cysts, etc., few have been removed for 
primary tumor of the spleen. 


Trinkler, for instance, found 68 spleens with 


_hydatid cysts in 2117 cases of echinococcus disease. 


Moynihan was able to find only one case of dermoid 
cyst of the spleen, that recorded by Andral in 1829. 
Serous, blood, and lymph cysts of the spleen fre- 
quently have been reported. Blood cysts are the 
most frequent cysts (of non-parasitic origin) of 
the spleen. In Murchison’s case the hydatid cyst 
ruptured into the large intestine. In Bardenheuer’s 


case the hydatid cyst and spleen became dislocated, 
giving rise to acute pain and vomiting: 

Moynihan collected 31 cases of non-parasitic cysts 
of the spleen in which surgical treatment was carried 
out—8 males, 22 females, 1 not stated. Powers’ 
collection of 10 cases of splenectomy for non-para- 
sitic cysts all recovered. 

Laspeyres found 14 cases of splenectomy for 
hydatid cystic disease, all the patients recovering. 

_ Hagan in 1900 collected 360 cases of splenectomy 
with a mortality of only 38.3%. Van Verts in 1897 
reported 274 cases of extirpation of the spleen with 
about the same mortality. 

Bush of San Francisco reported (1910) a case 
of. large-celled sarcoma of the spleen in a man, aged 
48 years. The spleen was removed at operation and 
its weight was nearly 3 pounds. Bush states that 
“in all there have been 34 undoubted cases of prim- 
ary sarcoma of the spleen. Eleven (11) of these 
were discovered at atopsy. Ten (10) other cases 
possibly coming in this category are autopsy cases, 
and are so ambiguously described as to be neces- 
carily discarded. This leaves 13 cases treated by 
splenectomy. Four patients died as an immediate 
result of the operation. Of the 9 survivors, 4 died 
of recurrence, and 1 was lost sight of. Two (2) 
remained well after several years, being cured. It 
may be, then, that 4 of the 13 were cured.” 

Bush refers to Jepson and Albert’s (1904) article 
and states that since their paper he has knowledge 
of a patient treated by splenectomy done by Dr. 
Willy Meyer (1906), and who died in a few weeks 
from recurrence; this was a case of primary sarco- 
ma of the spleen. (This case is reported in Annals 
of Surgery, 1906, XLIII, 759.) 

Friedreich, as stated, in 1865, reported a case of 
multiple sarcoma of the spleen and liver. 

Jepson and Albert (1904) collected 31 cases of 
primary sarcoma of the spleen and added one case 
of their own. Of these 32 cases, 12 were operated 
(11 splenectomies and one enucleation of tumor). 
Their case occurred in a girl, O. S., aged 15 years, 
of Kenross, Iowa, who entered the University Hos- 
pital May 13, 1903. Her appearance was that of 
good health and she was well nourished. The spleen 
was removed 6 days after her admission. Before 
the operation the blood count showed 5,260,000 
R. B. C., 6,120 W. B. C. and 72% hemoglobin. 
Three days after operation, R. B. C. 3,116,000, 
W. B. C. 24,500, hemoglobin 58%. Seven months 
after operation the patient was carefully examined 
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and found to be perfectly well—R. B. C. 4,420,000, 
W. B. C. 10,810, and hemoglobin 84%. 

The spleen and tumor mass was 17.5 centimeters 
long and weighed 256 grams, the tumor itself 
weighing about 190 grams. On microscopic exam- 
ination there was found in most places a dense field 
of cells, some of which were round, but the majority 
were spindle shaped. 


Jepson and Albert do not list the cases reported 
by Billroth, and Whiting, in their series of 32 cases, 
- although they mention Billroth’s cases. . 


Weichselbaum (1881) reported the first two cases 
of sarcoma of the spleen (post-mortem). Both 
patients were young men aged 21 years. One was a 
fibrosarcoma and the other was a case of multiple 
endothelioma. Solis-Cohen and Riesman, of Phila- 
delphia, in their report of a case of primary sarcoma 
of the spleen mention the cases reported by Lancer- 
eaux, Trelat, de Ritis, Weichselbaum (2), Bill- 
roth (2), Fritsch, and Clark. 


Solis-Cohen and Riesman reported their case be- 
fore the Pathological Society of Philadelphia Feb- 
ruary 14, 1895. Their patient was a married man, 
aged 42 years, an insurance agent by occupation, 
who had been under the care of Dr. James Robin- 
son. Pathologic diagnosis: primary small round 
cell sarcoma of the spleen, with secondary deposits 
in the stomach, pancreas, omentum, mesocolon, dia- 
phragm, left lung and pleura, and the retroperiton- 
eal, bronchial and posterior mediastinal lymph 
glands; parotid abscess; pleural effusion (not hem- 
orrhagic) ; no secondary nodules were found in the 
liver, right lung and pleura. There was a marked 
leucocytisos in this case which led to the original 
diagnosis of splenic leukemia. The first blood-count 
showed 3,600,000 R. B. C., 50% hemoglobin, and 
white to red as 1:69. Later the relation of R. B. C. 
to W. B. C. was as about 1:20. There was a great 
increase in the multinuclear cells; the eosinophiles 
were not much increased. 


An interesting feature of their case was the ex- 
tensive infiltration of the stomach with tumor (sar- 
comatous) tissue, along the curvatures. The ceso- 
phagus, kidneys, suprarenals, and liver were free 
from metastatic growths. 

Billroth’s patient was a wonam aged 43 years. 
The spleen was removed and found to be the seat 
of lymphosarcoma. In another case, the patient 
had a marked leucocytosis. This patient died from 
recurrence of the neoplasm. 

Hektoen (fer Whiting), before the Chicago Path- 
ological Society, reported a case of a very small 


round-celled sarcoma of the spleen (primary). The 
patient was a young Swede aged 30 years, a laborer. 
He was admitted to Cook County Hospital Decem- 
ber 6, 1896, and died December 16, 1896. The 
spleen weight was 300 grams. The gall bladder was 
normal; no. calculi; the liver weighed 2000 grams, 
the kidneys 300 gms. 

Gustave G. Moppert, chief of the surgical clinic 
of Prof. Kummer, reported (in the Revue Medicals 
de la Suisse Romande, January, 1920, No. 1. XL, 
p. 40), a patient aged 57 years who complained of 
pain in the left hychondrium for 6 or 7 months. 
R. b. c. 4,329,750; w. b. c. 9,712; hemoglobin 87%. 
Leukemia, Banti’s disease, and tuberculosis were 
considered. Malaria, syphilis, and chronic rheu- 
matism were also to be excluded. Partial autopsy 
was performed by Dr. Baumgartner. The histolog- 
ical examination was made by Prof. Askanazy and 
proved the tumor to be a lymphosarcoma of the 
spleen. 

Barbacci (1891) reported multiple lymphangioma 
of the spleen. Pepere (1911) reported a case of 
lymphangioma of the spleen. 

Abbe’s (1893) case of tumor of the spleen oc- 
curred in a woman with a leukemic blood picture. 
He says there “is no reason to think it is malignant, 
except in the sense that leucocythemia borders on 
malignancy.” He thought this spleen would prob- 
ably weigh from 12 to 15 pounds. 

Johnston (1888) reported an instance of sarcoma 
of a spleen in a dog. 

Lasnier (1908) reported a case of lymphosarco- 
ma of the mediastinal glands and of the spleen. 

Marcus (1905) reported an instance of primary 
sarcoma of the spleen in a horse. 

Lecaplain, Shoemaker, Kettle, and De Renzi re- 
ported cases of carcinoma of the spleen. De Renzi’s 
(1914) case was a rare case of primary cancer of 
the spleen. 

Chalatow (1914) and Geipel (1912) wrote on 
metastatic tumors of the spleen. Deimber (1912) 
reported traumatic splenic tumors. 

Villard and Santy (1913) reported a case of 
tumor of the spleen. Angilloti reported a case of 
multiple cavernous angeiomata of the spleen. Dowd 
(1915) also reported an instance of cavernous angi- 
oma of the spleen. Kumaris (1915) reported an 
splenic dermoid and wandering spleen. 

According to B. Duchemin (Sur un cas de sar- 
come primitif de la rate—Theses de Paris, 1919- 
1920, 149), who reports a fatal case, primary sar- 
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coma of the spleen is very rare. “Only about 24 
cases have been published,” of which 11 were not 
discovered until the autopsy. Of 13 treated by 
splenectomy 4 died as the result of the operation, 
and of the 9 survivers 4 died of recurrence, 1 lost 
sight of and 4 made a good recovery. 


In Duchemin’s case the disease had a rapid course 
without characteristic symptoms, being manifested 
first’ by moderate enlargement of the spleen and 
anemia, and then by cachexia. In his case a diag- 
nosis of malarial spleen was made because of the 
definite action of quinine. He suggests that since 
the improvement produced by quinine was mainly 
local and not general in this patient, whereas in ma- 
laria just the opposite occurs, that the use of qui- 
nine may facilitate the diagnosis between a malarial 
spleen and a malignant growth. . 


Woodruff, of Alton, Ohio (1867), reported a 
case of medullary sarcoma of the spleen in a woman 
aged 28 years, the mother of five children. She com- 
plained of a “lump” in her left side, below the ribs. 
She died June 20, 1867, one year after the first ap- 
pearance of the tumor. The tumor was firmly ad- 
herent to transverse colon, pelvis of left kidney, 
pancreas, stomach and posterior wall of abdomen. 
It was 18 inches in circumference, firm, modulated 
and cartilaginous in appearance. 


The tumor was in a state of degeneration. The 
right kidney was healthy; the left atrophied from 
pressure. In the right lobe of the liver there were 
2 masses resembling the tumor in appearance but 
in no way connected with it. 

Jopson’s case (1921) of primary hemangiomatous 
endothelioma of the spleen occurred in an Italian 
woman, aged 33 years. She was the mother of four 
living children, having lost one with influenza. Five 
months ago she discovered a lump under the left 
costal margin, the size of a lemon, according to the 
patient. She lost a great deal in weight, and was 
markedly emaciated. Blood count: R. B. C. 2,450, 
000; W. B. C. 14,800; hemoglobin 46%. Five days 
after operation, blood examination showed R. B. C. 
1,980,000; hemoglobin 43%. Two months after 
operation the blood showed 4,780,000 R. B. C., 
hemgolobin 83%. Dr. John Eiman reported that 
the spleen weighed 1590 gms. and measured 22.5 
x16.5x 7.5 cm. Microscopic examination proved 
it to be a hemangicmatous endothelioma of the 
spleen. Jopson mentions Percy’s case which devel- 
oped a polycythemia after splenectomy—the R. B. 
_C. rising to 10,000,000, although the patient had a 
mild secondary anemia before operation. 


Herbert Kendall, of Cook County Hospital, Chi- 
cago, reported the case of Michael R., American, 
age 33, painter. Family history—shows no heredi- 
tary tendencies to disease. Admitted into Hospital 
April 22, 1881. Patient well until 4 years ago when 
he had “malarial attack” lasting for about 3 weeks. 
Made good recovery. A hard nodular mass felt 
in left hypochondriac and lumbar regions. 


Post mortem 24 hours after death. Heart normal, 
60 ounces of bloody fluid were found in each pleural 
cavity. Left lung was collapsed by the pressure of 
the tumor. Right lung was normal. Spleen nodu- 
lar and very much enlarged. Anterior surface ad- 
herent to abdomen parietes. Cut section showed a 
large number of tumors about the size of a walnut; 
yellowish brown color. 

By microscopic study the tumors show the struc- 
ture of sarcomatous tissue. Liver slightly enlarged, 
otherwise normal. Kidneys normal. A few abdom- 
inal lymphatics enlarged. 


Flothmann’s patient was a man aged 44 years. 
He complained of pain in left upper abdomen and 
lost 30 pounds in the past three months. His cach- 
ectic appearance suggested a malignant tumor. 
Splenectomy was done. The spleen weighed 4 
pounds; there were a number of hazelnut-sized 
nodules and an egg-sized tumor in the spleen. 
Flothmann refers to the extirpation of the sarco- 
matous spleens by Billroth (1884); Fritch and 
Kocher (1889). (Munchener Med. Wchnschrf., 
December 9, 1890, No. 49, pp. 867-868, XX XVII.) 

Affre and Moutard-Martin, Arnott Borland, 
Bridges, Clark, Dalton, Gosselin Grasset, Ginsburg, 
Hart (primary encephaloid of the spleen), King, 
Notta, Parker, Perry, Scheffer and Sarraméa re- 
ported cases of cancer of the spleen. 

Dott. Ottone Barbacci (Pp. 361-364, LO Speri- 
mentale, Memorie Originale, 1891, XLV) reported 
multiple lymphangioma of the spleen. Max Molt- 
recht in his Inaugural-Dissertation (Halle a.S., 1901) 
on primary neoplasms of the spleen, discusses fibro- 
ma, angioma, lymph-angioma, lymphoma, dermoid 
cyst, sarcoma and lymphosarcoma, and primary car- 
cinoma of the spleen with a complete review of the’ 
literature. 

Moltrecht in his Inaugural Dissertation mentions 
Baccelli’s patient (aged 13 years) as the first case 
reported of primary splenic lympho-sarcoma. He 
then refers to the two cases reported by Weichsel- 
baum in patients aged 21 years, Friedreich’s case, 
the two cases reported by Fithrer (1856); Clark, 
v. Hacker, Flothmann, Schonstedt Wagner, Grohe, 
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Jordan, Trelat, Kocher, Cassott, Helmuth, Wood- 
ruff and Marcondas Recende. He gives nineteen 
references to the literature on sarcoma and lympho- 
sarcoma of the spleen and seventeen references to 
cancer of the spleen—including the cases reported 
by Parker, Perry, Bridges, Mosler, Brown, Orth, 
Picon and Ramond, Sangalli, Notta, Grasset, Barth, 
Giinzburg, Halla, and Scheffer. 


Splenic sarcoma may originate from the lymph- 
oid structure giving rise to lymphosarcoma from 
the trabeculae and capsule producing fibro-sarcoma 
and from the endothelial cells along the trabecula 
causing large round-celled endothelial sarcoma. 
Camillus Bush believes no instances of angiosarcoma 
of the spleen have been seen. Lymphosarcoma is 
the most common type of sarcoma occurring in the 
spleen. 


Litten (1898) states that “primary sarcoma of 
the spleen is very rare,” and Grohe (1897) states 
“primary sarcoma of the spleen is extremely rare.” 


Mossler (“Diseases of the Spleen,” 1875) knew 
of no case of primary splenic sarcoma. 


Heinricius in his case of fibrosarcoma of the 
spleen, performed enucleation of the tumor which 
was thought to be benign. The growth was pe- 
dunculated, developing from the spleen capsule. The 
patient died seven days after operation. 


Jordon’s patient was 15 years old. An enlarged 
submaxillary lymph node (egg size) was removed 
and proved to be a lymphosarcoma. Jepson-Albert 
question whether this was not a case of metastasis 
to the spleen. Splenectomy was performed nearly 
a year after the sarcomatous lymphnode was re- 
moved. The patient died of recurrence. 


Flothmann’s patient was a man aged 44 years. 
The spleen was removed at operation. The man 
died of acute anemia two days later. There was an 
omental tumor which may have been primary, the 
sarcomatous nodules in the spleen may have been 
metastatic. 

Collins’ case occurred in a man aged 66 years who 
had had malaria in a severe form Io years previ- 
ously while a: soldier in India. Operation for re- 
moval of the spleen was done January 11, 1900. 
The man died on the 6th day. This was a small 
round-cell sarcoma of the spleen. 

Kriloff’s (Krylow) patient was 51 years old. He 
died 4 hours after splenectomy. The tumor was a 
sarcoma, weighing 814 pounds. 

_ Billroth’s patient was a female aged 43 years 

The tumor and spleen weighed 1450 grams. Bill- 


roth made a diagnosis of splenic sarcoma prior to 
operation. The spleen was extirpated. This was 
the first case of splenectomy for sarcoma. The 
growth proved to be a lymphosarcoma. The patient 
died 6 months later from recurrence. 

Kocher’s patient was splenectomized. The spleen 
was the seat of a lymphosarcoma with numerous 
metastatic growths involving the liver and mesen- 
teric lymph nodes. This may have been a case of 
extensive lympho-sarcomatosis with secondary in- 
volvement of the spleen. Simon questioned whether 
this was not a secondary splenic sarcoma. Braun, 
Litten and Vulpius considered this case one of 
primary sarcoma of the spleen. 

Fritch’s patient was a woman aged 31 years. 
She was operated June 24, 1887. Blood examina- 
tion was normal. She died 614 years later of what 
was thought to have been cardiac disease. The liver 
“curiously” (Riesman), had become greatly hyper- 
trophied. 

Garré’s case, reported by Simon, was a woman 
aged 38 years. She had pain in the left hypochon- 
drium for some time. Blood count: R. B. C. 
4,310,000; W. B. C. 5,000. Growth was felt in 
left hypochondrium. After splenectomy the blood 
count (second day) showed R. B. C. 2,350,000; 
W. B. C. 8,600. Thirty days later: R. B. C. 4,100,- 
000; W. B. C. 7,000; hemoglobin 50 and 60%. 
The spleen measured 22x13.5xII centimeters, 
weight 1750 grams. Microscopic examination re- 
vealed a round-celled sarcoma. She was reported 
well at the end of four months. 

Wagner’s patient was a woman aged 27 years. 
The growth was readily movable and the size of a 
child’s head. The tumor was first noticed after her 
confinement. Splenectomy was performed Novem- 
her 30. 1893. Recovery was uneventful. In 1897, 
three years later, she was reported (Van Verts) in 
good condition. The spleen and tumor weighed 
1285 grams, and measured 19x19%4xI0 centimetres. 

Jepson and Albert overlooked the cases reported 
by Cohen and Riesman, Lancereaux, and de Ritis. 
They mention the cases reported by Moslier, Parker, 
Perry, Bridges, Clark and Notte as reported in- 
stances of carcinoma of the spleen. Notte’s case 
being considered by Litten as a sarcoma of the kid- 
ney; the patient was a little boy aged 5 years. They 
included the cases reported by Bovaird, Raymond, 
Picon, Trelat, Bacelli (1876), Casott and Krylow, 
Von Hacker’s case splenectomized by Billroth, 
Simon’s case splenectomized by Garre, Wagner’s 
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case (1894) ; also the cases reported by Flothmann, 
Warren, Heinricius, Kocher, Herczel, Jordan, Fried- 
reich (1865), Weichselbaum (2 cases), Weber 
(1901), Schonstadt (1891); Grohe (1897), Bunt- 
ing (1903), and their own case. 

Herczel’s patient was a boy aged 14 years. The 
spleen weighed 2456 grams. Within the spleen was 
a tumor the size of an apple, considered to be a 
primary sarcoma. The boy recovered from the op- 
eration. A marked leucocytosis was present follow- 
ing the splenectomy. 

George Acker (1895), of Washington, D. C., re- 
ported a case of lymphosarcoma of the spleen in a 
colored boy Charles H., aged 8 years. The intes- 
tines and pancreas were normal. The liver weighed 
48 ounces. The spleen weighed 52 ounces when 
fresh. It was firm and congested. The spleen was 
bound down to the peritoneum and the mesentery 
by fibrous bands. Dr. Walter Reed upon micro- 
scopical examination found it to be a case of lympho- 
adenoma or lymphosarcoma of the spleen, originat- 
ing primarily in the splenic glands. 

Sections of the liver showed many small collec- 
tions of lymphoid cells scattered throughout. Sec- 
tions of the kidney were normal. 

Bunting, in the University of Pennsylvania Medi- 
cal Bulletin (XVI, p. 188, 1903-1904), reported a 
case of primary sarcoma of the spleen occurring in 
the pathological service of Dr. Flexner, who was 
at that time connected with the University of Penn- 
sylvania Hospital. The patient was Michael O’D., 
an Irish laborer aged 49 years. The autopsy was 
performed May I0, 1903. 

The spleen weighed 250 grams; the liver weighed 
2545 grammes, and contained metastatic nodules. 
Metastases were present in the connective tissue 
about the pancreas, and in the fatty tissue of the 
skin. He states that the cases reported by Perry, 
Parker, Clark, Mosler and Bridges are probably 
sarcomata and classifies as “doubtful” the cases of 
Halla, Barth, Giinzburg, Bamburger, Brown and 
Grasset. He reviews the literature on the subject 
and includes a bibliography of 34 references. 

Deaver’s (1914) patient was a woman aged 38 
years. She complained of a mass in the left hypo- 
chondrium, pain, chills, and fever. Blood count 
R. B. C. 3,510,000; W. B. C. 9,950; hemoglobin 
51%. Negative for malaria and typhoid fever. 
Splenectomy was done. The spleen weighed 3 
pounds and measured 25xI5xII cm., and was firm 
and nodular. Microscopic examination revealed 
round-cell sarcoma. Blood count 2 days after oper- 
ation showed hemoglobin 45%, R. B. C. 3,890,000, 


W. B. C. 43,050. Six weeks after operation pa- 
tient was discharged in good condition. Deaver 
states “‘sarcoma is the most frequent tumor of the 
spleen. The prognosis is gloomy. Death takes 
place several months after operation from recurrence 
or metastases.” 

Adolph (April, 1905, Berliner Klinik, Heft 202) 
has an excellent article on the subject of primary 
malignant neoplasms of the spleen in which he re- 
ports a case of lymphosarcoma of the spleen in a 
married woman aged 43 years. She had seven 
children. 

Blood count: R. B. C. 3,500,000; W. B. C. 7,000, 
1:500; hemoglobin 70%. She was operated on 
November 6, 1902, under chloroform anesthesia. 
She died on February 1, 1903. At autopsy (by 
Weigert) a huge tumor of the spleen was found, 
weight 3800 gms., 26x20x1I cm. The tumor was 
adherent to the transverse colon, and to the stomach 
with metastatic involvement of the stomach, the 
glands about the pancreas, the retroperitoneal lymph 
nodes, and the liver. 

M. Masi’s (1893) case of primary lymphosarco- 
ma of the spleen occurred in a railroad laborer L. 
M. from Foggia, aged 31 years. He had two chil- 
dren who were living and well. Parents living and 
well. The patient was never ill except for attacks 
of fever from time to time (preceded by a chill) 
from 1888 until August 1891. He was exposed to 
malaria. Denies venereal disease. Diet chiefly car- 
bohydrates. In August 1891 he noticed his adbo- 
men was enlarging. The pains which were first 
paroxysmal were now becoming more frequent, 
more intense and almost constant. Since the vari- 
ous signs and symptoms were becoming more grave 
and the patient sought admission to the hospital in 
December, 1891. The man prefers the recumbent 
position. He is pale, his nutrition impaired. His 
muscles are flaccid. Skeleton normal. Complete 
absence of edema and adenopathy. Temperature 
36.8 to 37° C. Pulse 70. Respiration 20. The 
abdomen is enlarged, pouting of umbilicus, small 
mass in epigastrium just below xiphoid, a larger 
mass is felt in left hypochondrium. The left side 
of abdomen is more prominent than right. Blood 
count—r. b. c. 1,500,000; w. b. c. normal. No 
poikilocytosis. Urine—S. G. 1.020, no albumin and 
no sugar. No bile pigment. No casts. Microscopic 
examination January 27, 1902, proved tumor to be 
a lymphosarcoma of spleen. Heart, lungs, and liver 
normal. The stomach was adherent to the mass. 
There were metastases to the greater omentum and 
mesentery. 
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Anatomic diagnosis—Lymphosarcoma of spleen 
with metastases to mesentery and greater omentum. 
Ascites. Atrophy of heart and liver. Cachexia. 
(Translation of the Italian article by Del Duca.) 

Hess (1910) reported a primary neoplasm of the 
spleen. McConnell’s (1908) case may have been 
a perithelial or endothelial sarcoma of the spleen. 

Council (1912) of Roanoke, Va., reported a case 
of primary sarcoma of the spleen occurring in a 
man aged 58 years, who was referred to Dr. H. H. 
Trout by Dr. Bramblitt. He was admitted to the 
Jefferson Surgical Hospital August 8, 1911. The 
spleen was removed. The patient was in excellent 
condition 6 months after operation. The tumor re- 
moved weighed about 600 gms., measuring roughly 
9x27 cm. total length. The tumor really consisted 
of 3 masses connected by fibrous bands. Histolog- 
ical examination showed the tumor to be a mix- 
celled sarcoma. There is a definite history of in- 
jury followed by severe pain in the left side in this 
case, 

Council reviews the cases reported by Power 
(1906, woman aged 49), Hendon (1907, woman 
aged 45), Mayo (1909, woman aged 41), Bush 
(1910, man aged 48), and refers to case reports 
by Bush (1910), Jepson and Albert (1904), Mc- 
Connell (1912), Bunting, Friedreich, Heinricius, 
Flothmann, Krylow, Warren, Herczel, Billroth, 
Jordan, Kocher, Fritch, Wagner, Garre, Swan and 
Hess. He was able to collect 5 cases (including his 
own) which with the cases found in the literature 
by Jepson and Albert made a total of 37 cases of 
primary sarcoma of the spleen (1912). 

Perry (1869) reports his case in the Glasgow 
Medical Journal as an instance of “Cancer of the 
Spleen.” He believes it to be a colloid cancer. It 
weighed 12 pounds. The patient was a man aged 
50 years, who died shortly after splenectomy was 
performed. The man had been sick for 9 months. 

Hendon’s patient was a woman aged 45 years. 
Splenectomy. was done and microscopic examina- 
tion showed the growth to be a round-celled sarco- 
ma. 


Mayo’s case occurred in a married woman aged 
41 years. She had repeated attacks of malaria, 
when a child. Splenectomy was done. Pathologic 
report proved it to be a lymphosarcoma of the 
spleen, weighing 2375 gms. More than 6 years 
after the operation, patient was very well. 

Guthrie McConnell in his paper on Primary 
Tumors of the Spleen (Boston M. & S. J., Feb. 22, 
1912, CLXVI, No. 8, p. 288), states that primary 
tumors are rare, and even secondary ones are dis- 


tinctly unusual. When the spleen is involved sec- 
ondarily the tumor may be of any of the malignant 
types, the sarcoma being more common than the car- 
cinoma on account of its method of giving meta- 
stasis by the blood stream. He reports the case of 
a young white man aged 29 years. Microscopic 
examination showed the tumor to be an endothe- 
lioma or perithelioma. 

D’Arcy Power reported a case of primary sarco- 
ma of the spleen (with extirpation) in a woman 
aged 49 years, who was admitted into the St. Bar- 
tholomew’s Hospital on October 30, 1905. She had 
10 children. Microscopical examination showed the 
growth to be a round-celled sarcoma. An accessory 
spleen was present, but it was left untouched. 
Power’s refers to Willy Meyer’s, Simon’s (Carre’s 
patient), and Warren’s cases. 

Bessel-Hogen states that 5 cases of splenectomy 
for primary sarcoma were recorded up to the year 
1890, of which 3 recovered and 2 died. Four cases 
were recorded between 1891 and 1900, of which 3 
were cured and one died. 

Maurice Lasnier reported a case of lymphosarco- 
ma of the mediastinal glands and of the spleen be- 
fore the Societe Anatomique de Paris, May 15, 
1908. The patient was 38 years old; and was in 
the service of M. Barie at the Laennec Hospital for 
pulmonary tuberculosis. 

Willy Meyer’s patient was a man aged 30 years 
who had been operated on in the German Hospital, 
New York City, December 18, 1905. The spleen 
was removed as were also the infiltrated retroperi- 
toneal glands, and a large section of the adherent 
pancreas. The man made a good recovery and had 
enjoyed fair health since the operation, although 
there were already evidences of further metastases 
in th abdomen. The tumor was a round-celled 
sarcoma. 

Faivre and Morellet (in the Gazette Hebdoma- 
daire Des Sciences Medicales, August 21, 1904, No. 
34, pp. 404-406, XXV) reported a case of primary 
round-cell sarcoma of the spleen in a man aged 64 
years, a widower, who entered the Hotel Dieu de 
Poitiers May 16, 1904. The liver was very little 
enlarged in this case, and practically normal. 


Grohe’s (1897) case occurred in a young smith 
journeyman, G. L., aged 20 years. He was never 
sick, until he met with an accident November 19, 
1895, following which he felt pain in the left side. 
He was discharged from the field artillery in April, 
1896, because of his illness. He had epigastric dis- 
comfort and pain over the stomach and liver after 
eating. The clinical diagnosis was splenic anemia 
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with leucocytosis or pseudoleukemia (henalis). 
Prof. Grawitz performed the autopsy. The gross 
anatomical diagnosis was sarcoma of the spleen, 
sarcomatous infiltration of the liver, perigastritis et 
perienteritis partialis sarcomatosa, pleuritis defor- 
mans sarcomatosa dextra, perisplenitis, and periton- 
itis exudativa. Hydrops anasarca. 

Grohe refers to the cases of fibrosarcoma and 
endothelial sarcoma reported by Weichselbaum and 
questions with Birch-Hirschfeld the second case. 
At one time (May 12, 1896) Grohe’s patient had a 
blood count showing 32,000 W. B. C.; 3,840,000 
R. B. C.; hemoglobin 70%. Two days before 
death the count showed W. B. C. 8,410; R. B. C. 
4,000,000, hemoglobin 77%. 

Warren, of Boston, in his paper on “Surgery of 
the Spleen” (1901), states that up to the year 1890, 
5 cases of splenectomy for sarcoma were reported 
by Hagen, of which 3 were cured and 2 died. From 
1891-1900, 4 cases were reported, of which 3 were 
healed and one died. One death occurred in his 
own list. He reports the case of a man aged 36 
years who entered the Massachusetts Hospital on 
December 21, 1899, in the service of Dr. Shattuck. 
He had suffered 10 years before from severe mala- 
ria while in India as an English soldier. For 2 
months past he has noticed an increasing lump in 
the left side, at times painful. Blood count: R. B. 
C. not given; W. B. C. 5,000; hemoglobin 60%. 
The patient died the sixth day after splenectomy, 
as the result of hemorrhage and streptococcic in- 
fection. Autopsy by Dr. Wright showed acute 
general peritonitis, pleuritis and streptococcus sep- 
ticemia. Dr. Whitney reported the growth to be a 
small, round-celled sarcoma. 

Bovaird (1900) of New York reported 2 cases 
of “primary splenomegaly” in children. One M. 
K., a little girl aged 3 years and the other D. K., 
a girl aged 13 years, this second patient died 3 
hours after splenectomy was performed. Blood 
count in D, K. showed R. B. C: 3,550,000; W. B. 
C. 7,000. Bovaird believes that E. Gaucher's 
(These de Doctorat, Paris, 1882) case of “Primary 


epithelioma of the Spleen” is similar to his. Gauch- 


er’s patient was a woman 32 years old, who died 
from an intercurrent pulmonary tuberculosis. She 
had a splenic enlargement for 25 years. It had been 
accompanied by repeated epistaxis, ulceration of the 
gums, and oozing of blood therefrom, and occasion- 
al abdominal pains and jaundice. Bovaird also be- 
lieves that the cases reported by Picou and Ray- 
mond, William Collier, and Weichselbaum, are 
similar to his cases, and quotes Cornil that “the 


lesions described by Gaucher cannot be primary 
epithelioma” and Birch-Hirshfeld that Weichsel- 
baum’s second case was one of “large celled focal 
hyperplasia and not tumors.” He emphasizes the. 
fact that the cases of Gaucher, Picou and Raymond, 
Collier and his own two cases are all female. 

Clark’s (March 3, 1883, Brit. M: J., p. 418) case 
was a congenital small round-celled sarcoma of the 
spleen in an infant (male) one year old. The tumor 
occupied the greater portion of the abdominal cavity 
and involved the whole spleen. It also involved the 
testicle. 

Fritz Prinzing (Aus der Pathologisch-anatom- 
ischen Abteilung des Krankenhauses Charlotten- 
burg-Westend) in the Frankfurter Zeitschrift fiir 
Pathologie, 1913, XIII, p. 289 reports two cases of 
primary sarcoma of the spleen. 

Adolph in 1905 could only collect 20 cases of 
primary sarcoma of the spleen from the entire lit- 
erature and added his own case. 

Prinzing’s cases occurred in a man 50 years old. 
Case 1 had lues and malaria. About 6 months ago 
he began to have pain in the region of the spleen 
and complanied of general weakness. Hemoglobin 
70% ; W. B. C. 12,300. Positive blood Wasser- 
mann reaction. Diagnosis of Banti’s disease was 
made. Roentgen-ray therapy and arsenic were used 
with success. The patient then felt improved for 
a considerable time. Ten months after his first 
admission the spleen was very much enlarged; the 
patient was given an injection of .4 gm. of Salvar- 
san. On February 22, 1911, Prof. Bessel-Hagen 
performed splenectomy. The extirpated spleen 
measured 20x9x7 cms. and consisted of 3 parts; 
one small part and 2 large tumors, one the size of 
a billiard ball and the other the size of a man’s 
fist. Microscopically the tumor was found to con- 
sist of round cells larger than lymphocytes. The 
blood count (March 21, 1912) showed 1,700,000 
R. B. C.; W. B. C. 20,000; hemoglobin 32%. He 
died a week later March 28, 1912. Autopsy dis- 
closed 2 large tumor masses between the stomach 
and liver, metastases to the stomach, retroperitoneal 
glands, pancreas (tail), and left kidney. The tumor 
perforated the stomach wall and caused the fatal 
hemorrhage. 

Prinzing’s second case was a widow aged 53 
years, admitted to the hospital May 12th, 1911. She 
developed pains in the region of the spleen, resem- 
bling subdiaphragmatic abscess. W. B. C. 36,000. 
On January 11, 1912, she died as the result of peri- 
tonitis. At autopsy the left pleura was found to 
have metastatic involvement, the left lung was atelec- 
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tatic. The spleen was much enlarged, 20x8x7 cm.; 
two large tumors were present. The retroperitoneal 
glands were only slightly enlarged. Kidney not 
enlarged. 

Pathological-anatomical diagnosis—primary large 
round-celled sarcoma of spleen, metastases in left 
diaphragmatic pleura (pleuritis exsudativa sinistra) 


and retroperitoneal lymph glands; peritonitis dif- 


fusa purnlenta. Both cases showed large sarcoma- 
tous tumors of the spleen, both were of the large 


* round-cell type, and with the exception of the retro- 


peritoneal lymph nodes all other lymph glands were 
free from metastases in both instances. 


To Professor Allen J. Smith, of the Pathological 
Department of the University of Pennsylvania, I 
wish to acknowledge my thanks for the privilege of 
reviewing the Autopsy Records and for his kind 
permission to use the notes in the cases reported in 
this paper. 

CONCLUSIONS. 

1. While sarcoma (primary) of the spleen is very 
rare, primary carcinoma is even much rarer, there 
being only about 8 or 9 authentic cases. 


2. Secondary sarcoma and carcinoma of the spleen 
are very uncommon. Even in cases of the most ex- 
tensive dissemination of tumor growth, the spleen 
escapes metastatic involvement. 


3. About sixty-six cases of primary sarcoma of 
the spleen have been collected by the writer in a 
thorough search of the entire medical literature. 
Some of these cases have been included in this list 
with some doubt and hesitation, because the writer 
is not satisfied that they are true sarcomata. 


4. Diagnosis of sarcoma of the spleen is best 
made with the aid of the microscope. | 

5. Early and prompt operation before secondary 
metastases occur is the only hope. Several cases 
are on record, in which the diagnosis was made 
during life. 


SOME CASES OF SARCOMA OF THE SPLEEN 

Case I. 1902-4, pp. 7-10, VII, 1902, Autopsy 
Records of University of Pennsylvania. 

Histological Diagnosis: Primary large round 
cell sarcoma of left adrenal, sarcoma of ovaries, 
pancreas, mammary gland, and lymph glands of axil- 
la, groin, mediastinum, mesentery anterior abdom- 
inal wall and spleen. Angeioma of Liver. 

Clinical Diagnosis. Hodgkin’s Disease. Service 
of Dr. Edward Martin. Date January 8, 1902. Uni- 
versity Hospital. 

Autopsy performed by Dr. Pearce. 

Anatomical Diagnosis. Tumor, common to left 
adrenal, pancreas and both ovaries with necrosis and 
hemorrhage. Similar nodules in lymph nodes of 


groin, axilla, mediastinum, mesentery, anterior ab- 
dominal wall and about spleen; chronic splenitis; 
hydroperitoneum; acute general peritonitis; slight 
chronic mitral endocarditis. 

Mrs. Mary E. Fries, aged 50 years. 

Died January 8, 1902, at 4 P. M., University Hos- 
pital. 

Spleen: Weight go gms. Small capsule thick- 
ened. In the center the trabeculae are prominent. 
Pulp is diminished in amount. Malpighian bodies 
not visible. In the fat about spleen are found 4 
masses I to 3 cm. in diameter similar to those in 
mesentery. The new growth in all locations, show 
the same general characteristics: closely arranged 
large round cells with vesicular nuclei and small 
amount of protoplasm. In places, coarse bands of 
connective tissue give an alveolar appearance. Nu- 
clear figures are abundant. Liver, small cavernous 
angeioma. 

CasE II. 1902-120, pp. 295-297. VII, 1902. 
Autopsy Records of the Pathological Laboratory, 
University of Pennsylvania. 

Histological Diagnosis: Primary sarcoma (round- 
cell) of uterus with involvement of right kidney; 
metastases in liver, spleen and pancreas. Chronic 
passive congestion of spleen, adrenals and liver. 

Kate Quinn, aged 60 years. White woman. 

Autopsy performed by Dr. Gay. Blockley Hos- 
pital. 

Weights: Heart, 220 gms. 

Spleen, 50 ” 

Kidneys, 370 
Liver, 1850 
Brain, 1870 ” 

Anatonucal Diagnosis —Carcinoma of uterus in- 
volving tubes, ovaries, and right kidney. Meta- 
stases of lymph glands, liver, and spleen. 

Spleen weighs 520 gms. I9xI2x4.5 cm., is large, 
nodule on the posterior surface, which on section is 
found to be hard and shells out readily from the 
splenic substance. It is separated from the sur- 
rounding tissue by a rather definite line (capsule). 
The malpighian bodies are prominent. 

The liver shows several large areas of sarcoma 
metastases. The surface being dotted with white 
sarcomatous nodules. The liver weighs 1870 gms. 

CasE III. 1039-1906, 147, pp. 118-122, Vol XIV, 
1906. Autopsy Records. University. of Pennsyl- 
vania. 

Lymphosarcoma of spleen, liver and lymphnodes. 

Anatomical diagnosis ——Hodgkin’s disease. 

Clinical diagnosis——Secondary anemia; hydro- 
thorax ; ascites ; enlarged mediastinal glands. Banti’s 
Disease. 

Samuel Muchnik, aged 21 years. White. Ad- 
mitted to Blockley Hospital May 13, 1906. Died 
June 23, 1906. 

Spleen weighs 520 gms. I9xI2x4.5 cm., is large, 
slate-colored, and flabby. Throughout the splenic 
pulp are felt small nodules, rather firm in consist- 
ency, varying in size from that of a pea to a marble. 
The organ cuts with increased resistance; cut sur- 
face is reddish, trabeculae and malpighian bodies 
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distinct and enlarged and scattered throughout are 
noted yellowish smooth cut surfaces of the nodules. 

These nodules consisting of lymphoid and endo- 
thelial cells, are not sharply defined from the 
splenic pulp. These nodules consist for the most 
part of lymphoid cells more or less irregularly ar- 
ranged and of endothelial cells or ceils with large 
nuclei, pale staining, of multinucleated cells and a 
few leucocytes. No capsule surrounds these areas. 
Hemosiderin is scattered throughout. 

Liver weighs 1810 gms., 24x20x10.5 cm. soft, 
reddish brown in color. Mottled with yellow areas. 
Upon the surface are noted numerous yellowish- 
white areas varying in size from 2 or 3 mm. to 6 or 
7 cm. The nodules are sharply circumscribed from 
the surrounding structures. The structure of these 
nodules in the liver resembles the appearance of sar- 
coma, being made up of round cells, spindle cells, 
lymphoid elements, endothelial cells and multinu- 
cleated cells. No evidence of a definite lymphoid 
reticulum is seen. The masses are not encapsulated, 
although sharply outlined. 

Lymph Node shows marked lymphoid and endo- 
thelial hyperplasia. Numerout capillaries are noted. 

The predominant cell is of the endothelial type 
which shows in many cases a large mitotic nucleus. 
The lymphoid cell shows a nucleus larger and more 
irregular than that seen in normal lymphoid struc- 
ture. 

Another type of cell seen here and there is a large 
multinucleated cell, deeply staining chromatin and 
deeply staining cell protoplasm; this looks very much 
like a polymorphonuclear leucocyte, only consider- 
ably increased in size. No evidence of giant cells 
is to be noted. 

CasE IV. 1904-226 (358). December 24, 1904. 
Blockley Hospital. Autopsy Records, Pathological 
Laboratory, University of Pennsylvania. Vol X, 
1904, pp. 485-489. 

Autopsy performed by Dr. Alburger. 

Report by Dr. A. J. Smith. 

William Golden, aged 42 years. White. 

Histological Diagnosis: Pigmented  spindle-cell 
sarcoma of liver, diffuse; melanosis and slight diffuse 
metastasis of sarcoma of spleen; chronic parenchy- 
matous nephritis with melanosis of renal epithelium; 
melanosis of adrenal. 

Clinical Diagnosis: Carcinoma of liver; ascites. 
(History of black sarcoma of left eye 10 years prior 
to death!) 

Anatomical Diagnosis: Melanotic sarcoma of 
liver and its lymphatics ; broncho-pneumenia of both 
lungs. 

Spleen weighs 170 gms.; 10.5x8.5x2.5 cm. of 
about normal size. Trabeculae prominent. Mal- 
pighian bodies slightly visible. Capsule of normal 
thickness and trabeculae of practically norma! thick- 
ness. Malpighian bodies large, compact, well de- 
fined from pulp. The pulp shows slight reticular in- 
crease, and is moderately congested. All through 
the pulp (as well as occasionally in the deeper layers 
of the capsule and about the borders of the Mal- 
pighian bodies and about the arteries and trabeculae) 


are scattered pigmented cells apparently identical 
with the pigment cells in the sarcoma of the liver, 
and in the pulp spindle-shaped cells with vesicular 
nuclei like those of the unpigmented part of the 
hepatic sarcoma are seen. These appearances are 
probably due to a diffusion of the growth. 

CasE V. 2584-1909-79. Autopsy Records, Uni- 
versity of Pennsylvania. Service of Dr. Wm. G. 
Spiller. 

Autopsy performed by Dr. Allen J. Smith, 

University Hospital. May 10, 1909. 

Mrs. Mary Alexander, aged 49 years, white. 

Clinical Diagnosis: Mediastinal tumor. 

Gross Anatomical Diagnosis: ‘Tumor: mediasti- 
num. Lymphosarcoma, with direct invasion into 
both lungs. Lymphosarcoma of retroperitoneal 
glands, and spleen. 

Histological Diagnosis: Large round cell sarco- 
ma (erdothelioma). Tumor invasion of mesenteric 
and peribronchial lymph nodes. Tumor invasion of 
spleen. Cloudy swelling of liver and fat infiltra- 
tion melanotic pigmentation. Chronic diffuse neph- 
ritis. 

Was admitted to hospital May 6, 1909. Died May 
10, 1909, suddenly, apparently from asphyxiation. 
The spleen weighs 450 gms. Measures 17x1I1Ix5 cm. 
It is considerably enlarged. The cut surface bleeds 
rather freely, and scattered through the organ are 
a number of white nodules sharply defined but 
not showing clear encapsulation. The largest of 
these nodules is spherical and has a diameter of 1.5 
cm. It is of a fleshy consistence, cut surface almost 
white, homogeneous. The other nodules are for the 
most part about the size of a buck shot or even 
smaller. The section shows many. tumor cells in 
various quantities, at places scattered, in others con- 
stituting the entire field. A node of tumor cells is 
seen abutting into the section, by compression of the 
splenic pulp forming an apparent capsule. 

CasE VI. 2231. September, 1909. Blockley 
Hospital. Dr. Joseph Sailer. September 10, 1909. 

Autopsy Records, University of Pennsylvania. 
1908-156, pp. 225-229. Performed by Dr. Karsner. 

Elizabeth Fleck, aged 72 years, white. 

Clinical Data. Carcinoma of liver, chronic diffuse 
nephritis, myocarditis, and chronic endometritis. 

Histological Diagnosis. Hodgkin’s disease of 
lymph nodes and spleen, infiltrating liver. Chronic 
interstitial pancreatitis ; chronic interstitial nephritis, 
chronic interstitial myocarditis, fatty degeneration 
and tumor infiltration of liver. Chronic passive con- 
gestion of lung (brown induration). 

Gross Anatomical Diagnosis. Retroperitoneal 
lympho-sarcoma involving hepatic duct, liver, spleen, 
and pancreas. Lymph node examination in this case 
by Dr. Karsner shows a marked fibrous over growth 
made up almost entirely of tissue of the old type and 
showing the spindle-shaped solid nuclei. Lympho- 
cytes are numerous and with them occur numbers of 
cells of the character of endrothelieum and a mod- 
erate number of plasma cells with rich protoplasm 
and eccentrically placed, solid or vesicular nuceli. 
Eosinophiles are present in very small numbers. 
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There are also present in the section large numbers 
of the large mononuclears and pcelynuclear giant cells 
similar to those in the liver. Examination for tu- 
bercle baccilli negative. 

The spleen shows moderate thickening of capsule 
and trabeculae. The splenic pulp is almost complete- 
ly obliterated by a diffuse fine fibrillar fibrous tissue 
overgrowth which shows a moderate number of 
lymphocytes and a number of large mononclears 
in the type of endothelial cell. No giant cells are 
seen. A careful examination for tubercle bacilli is 
negative. 

Case VII. 6404-1920. No. 59.: February 4, 
1920. P. 248, Vol. XXXII. University of Penn- 
sylvania Records. 

Service of Dr. David Riesman, Blockley Hos- 
pital. 

Mary Cornwell. 

Admitted to Hospital January 4, 1920. 

Died February 4, 1920. 

Clinical Diagnosis: Sarcoma of superior maxil- 
la, cervical lymph glands, spleen, retroperitoneal, 
glands, uterus. Broncho pneumonia. 

Histological Diagnosis: Tumor: large round-cell 
sarcoma. Liver, metastatic sarcoma. 

Spleen, metastatic sarcoma. 

Heart, brown atrophy. 

Lung, lobular pneumonia. 

Tumor mass over the right side of lower jaw ex- 
tending from behind angle of jaw to line of facial 
artery and from a point 2 cm. below zygoma to 4 
cm. above the middle of clavicle. 

Stomach: Mucous membrane shows superficial 
ulcerations over lesser curvature. The neoplasm is 
springing not from the mucosa, but from the deeper 
structure. 

Case VIII. 2309. December 30, 1908, Vol. V1. 
1908-1909. Pathological Histology Records, Uni- 
versity of Pennsylvania. 

Spleen of dog in which Prefessor Smith found 
the malpighian bodies markedly enlarged, not sharp- 
ly defined and closely packed with normal lymphoid 
cells. The blood in the surrounding pulp is exces- 
sive and hemorrhagic in distribution. In addition 
there is considerable coarse granular hemic pigment 
(hemosiderin) deposited in the tissue of the splenic 
pulp. 

Diagnosis: Lmyphoid follicular hyperplasia, with 
hemorrhagic infiltration of spleen. 

It was an old dog, not known to have been sick. 
Killed in order to get intestine for manufacture of 
secretin. Spleen of ordinary size and general ap- 
pearance, but having protruding upon convex sur- 
face a number of small deep red, round, soft, fleshy 
nodules, well circumscribed, but apparently without 
capsule. This is called a “lymphoma of spleen,” and 
may be sarcomatous (?). | 
SECONDARY SARCOMA OF SPLEEN, SMALL INTESTINES 

AND LIVER. 

Case IX. Retroperitoneal sarcoma with meta- 
stases to liver, and small intestines, spleen, heart, 
lungs, kidneys, subclavian and inguinal glands. No. 
5502 Philadelphia General Hospital. Service Dr. 


Hearn, autopsy performed by Dr. Eiman (Aug. 30, 
1920). Male adult, white, John Keenig. 

Clinical Diagnosis—Sarcoma of left leg. Culture 
of heart blood sterile. 

Histological Diagnosis—Tumor: Alveolar mixed 
cell sarcoma. Large retroperitoneal mass surrounds 
the aorta, inferior vena cava and infiltrates the mes- 
entery. The growth is nodular, irregular, firm, and 
appears to be made up of fused enlarged glands. 
Bronchial glands similarly affected. Esophagus and 
stomach show no lesions. Duodenum and common 
duct are patulous. 

Small intestines show metastatic nodules imbed- 
ded in wall and vary in size from pea to small hazel- 
nut. Some of these nodules show ulcerations on 


surface. Large intestines and rectum show no 
lesions. Gall bladder, pancreas, and adrenals show 
no lesions. 


Spleen weighs 470 gms. Several metastatic nod- 
ules and anemic infarcts are present. Axillary, cer- 
vical, epitochlear glands not involved. Right inguin- 
al glands markedly enlarged and hard. Subclavian 
glands on both sides are enlarged and hard. 

Case X. Pathological Laboratory, University of 
Pennsylvania. 

Autopsy No. 1039-’21-147. Date June 23, 1906. 
Blockley Hospital. Performed by Dr. Leopold. 

Name of subject: S. M. Age, 21 years, white. 

Admitted to hospital, May 12, 1906. Died, June 
23, 1906. 

Clinical Diagnosis: Secondary anaemia; hydro- 
thorax; ascites; enlarged mediastinal glands; Banti’s 
disease. 

Gross Anatomical Diagnosis: Hodgkin’s disease ; 
anaemic and fatty kidneys ; atelectasis and slight con- 
gestion of lungs. 

Histological Diagnosis: Atelectasis of lungs; 
lympho-sarcoma of spleen, liver and lymph node. 

General: Body of a young adult male, well de- 
veloped, moderately well nourished. Rigor mortis 
present ; liver mortis in dependent portions and over 
the neck and anterior upper aspect of the chest. 
Purpuric eruption on the right arm in the region of 
the biceps. Over the face and lower extremities 
are noted small brown pigmented areas. Pupils are 
widely dilated, measure about 7 mm. in diameter. 
Abdomen is distended. A sterile puncture was made 
and some fluid withdrawn for examination. 

Preliminary Incision: 
is found ;considerable bleeding from the cut vessels 

Abdomen: Upon opening the abdominal cavity 
5000 cc. of yellowish clear fluid containing a few 
flocculi of fibrin is found. The viscera are found 
lying in their normal relations; appendix is found 
to be normal. 

Spleen: Weighs 520 gms.; measures I9x1I2x4.5 


cm.; is large; slate-colored, somewhat flabby, lobu- 


lated on its free border; capsule smooth. Through- 
out the splenic pulp are felt small nodules, rather 
firm in consistency, varying in size from that of a 
pea to a marble. Upon section the organ cuts with 
increased resistance; cut surface is reddish, trabecu- 
lae and malpighian bodies distinct and enlarged ; and 
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scattered throughout are noted the yellowish, smooth, 
cut surfaces of the above mentioned nodules. In 
one or two of these nodules the central portion has 
undergone necrosis. These areas are in som in- 
stances slightly elevated but the majority appear as 
yellowish areas with the reddish background of the 
splenic pulp. 

Liver: Weighs 1810 gms.; measures 24x20xI0.5 
cm., soft; reddish-brown in color, mottled with yel- 
low areas. The capsule is smooth; the organ is ad- 
herent by three firm fibrous bands to the anterior 
abdominal wall. Upon the superior surface are 
noted numerous yellowish-white areas varying in 
size from 2. or 3. mm. to 6. or 7. cm. The organ 
cuts with the usual resistance; the cut surface shows 
some mottling of the reddish-brown liver tissue with 
these yellowish-white areas; the cut surface of these 
nodules is similar to that of those described in the 
spleen. In the interior of the larger masses deeper 
yellow, somewhat granular areas of probably a ne- 
crotic nature are to be seen. The lobules of the liver 
tissue show as grayish centers with a red periphery. 
In the lower portion of the right lobe at the border 
a beginning breaking down of one of the large 
masses is noted; at this portion the area was adher- 
ent to the abdominal wall. 

Left Kidney: Weighs 160 gms.; measures 12x 
4.5X3.5 cm.; pale pink in color; capsule has under- 
gore mucoid change. On section the kidney cuts 
with slightly increased resistance, the organ has a 
firm feel, the edges sharp; the cut surface is pale; 


cortex measures 8 mm.; striations are indistinct; | 


medulla is slightly darker than the cortex; the cut 
surface has a yellowish, gelatinous appearance. Os- 
mic acid test is positive. 

Right Kidney: Weighs 155 gms.; save for a peri- 
nephritis shows a similar picture. 

Right Adrenal: Small, dark red, fatty capsule ab- 
sent. Upon section cuts with the usual resistance; 
cut surface shows the cortex grayish and much 
smaller than normal. 

Left Adrenal: Is similar to the right. 

Pancreas: Is firm, pale in color; cuts with the 
usual resistance; cut surface is pale, lobules moder- 
ately well outlined. 


Stomach: Mucous membrane pale. 


Intestines: Duoderum and jejunum show a pale 
mucosa; in the ileum there is a similar condition. 
The colon, aside from this anemic mucosa, shows no 
pathologic features. 

Mesenteric Lymph Nodes: Are all enlarged. The 
retroperitoneal glands are markedly enlarged reach- 
ing a diameter of 3.5 cm. Upon section of one of 
these glands the cut surface is yellowish, homogen- 
eous, translucent in appearance. All the abdominal 
lymph nodes show marked hyperplasia. 


Thorax. Diaphragm: Reaches the third inter- 
space on the right side and to the fourth rib on the 
left side. On opening the thoracic cavity the lungs 
are found collapsed. 


Pleurae: On the right side there is about 700 cc. 
of turbid bloody fluid; about 400 cc. on the left 
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side. The lungs are adherent at the apex posteriorly 
on both sides. 

Right Lung: Weighs 300 gms.; is small; pleura 
smooth and glistening save where the adhesions ex- 
isted, grayish-black in color. The entire organ is 
small, the middle lobe practically collapsed save at 
the edges; crepitation practically absent, and lower 
lobe on section is greenish-black, cuts with the usual 
resistance, is not crepitant, exudes no fluid on pres- 
sure, 

Left Lung: Weighs 410 gms.; is similar in color 
to its fellow, shown more marked crepitation. On 
section, the cut surface is slightly moist and con- 
gested at the base. 

Pericardial Cavity : Contains about 20 cc. of straw- 
colored fluid; visceral pericardium practically free 
from fat, but that which is present has undergone 
mucoid degeneration. 

Heart: Weighs ??; is small size; valve leaflets 
show no change; heart’s flesh is fairly firm, brown- 
ish in color; the left ventricular wall measures 13 
mm., that of the right ventricle, 3 mm. in thickness. 

Aorta: At its origin shows slight nodular sclerosis. 

In the upper portion of the thorax reaching some 
distance down the mediastinum is found a markedly 
enlarged chain of lymphatics. This enlargement ex- 
tends up into the cervical glands. On section, show 
a condition similar to that described in the retroperi- 
toneal glands. 

Thoracic duct grossly shows no changes. The 
lymph nodes along its course are markedly enlarged. 

The axillary glands show no enlargement. 

Sections were prepared and examined histological- 
ly from the following parts (1) heart, (2) lung, 
(3) spleen, (4) liver, (5) kidney, (6) pancreas, (7) 
intestines, (8) lymph node. | 

Heart: Pericardium shows no changes; muscle in 
places decidedly atrophied, in other areas shows no 
distinct change, though the outlines of the trans- 
versely cut bundles are poorly preserved. Some in- 
crease of connective tissue is to be noted. 

Lung: Shows for the most part complete collapse 
of the air vesicles, together with passive congestion. 

Spleen: Shows the nodules described in the gross 
protocol, but these are not sharply defined from the 
splenic pulp, and from the fact that they consist of 
lymphoid and endothelial cells makes it difficult to 
clearly define them. Necrotic areas are absent in 
these nodules, which consist for the most part of 
lymphiod cells, more or less irregularly arranged and 
varying in size and shape and staining, of endothelial 
ceils or cells with large nuclei, pale staining, of 
multinucleated cells and a few leucocytes, etc., 
No capsule surroundes these areas. The splenic 
structure in the other parts has lost its characteristic 
appearance and only a few malpighian corpuseles 
are to be noted. The splenic sinuses are in creased in 
size apparently. Hemosiderin is scattered through- 
out. The tuberculae are few in number. 

Liver: Here the nodules are more easily recog- 
nized and sharply circumscribed from the surround- 


ing structure, owing to the different type of tissue 


in which they lie. The structure of these nodules 
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in the liver resembles the appearance of sarcoma, 
being made up of round cells, spindle cells, lymphoid 
elements, endothelial cells and multinucleated cells. 
No evidence of a definite lymphoid reticulum is seen. 
The masses while sharply outlined are not encapsul- 
ated. In some arrangement and character of their 
cells suggesting tubercles. The liver capillaries are 
dilated and the cells somewhat decreased in size. 

Kidney: Capsule present; tubules throughout are 
for the most part well preserved, their lumina being 
of normal size. Only in places are cells slightly 
swollen and ragged at the edges, suggesting a fatty 
_change. There is, however, no fibrosis present. In 
one area is noted a small area of round cells, not un- 
like those seen in the liver and spleen. 

Pancreas: Shows an increase of fibrous tissue, ia 
the areas around the ducts, between the lobules and 
in some of the lobules between the acini. The islands 
of Langerhans are decidedly increased in size. 

Intestine: Shows some increase of the lymphoid 
elements in the mucosa. 

Lymph Node: First, section shows as its chief 
feature marked lymphoid and endothelial hyperplas- 
ia, as a result of which the normal relaxation of the 
glandular structure is destroyed and one does net 
see any cortex or medulla, but simply an irregular 
scattering and collection of the above mentioned 
elements, this being broken by bands of connective 
tissue, these showing in places hyaline degeneration. 
Numerous capillaries are noted. The predominant 
cell is of the endothelial type which shows in many 
cases a large mitotic nucleus. The lymphoid cell 
shows a nucleus larger and more irregular than that 
seen in normal lymphoid structure. Another type 
of cell seen here and there is a large multinucleated 
cell, deeply staining chromatin and deeply staining 
cell protoplasm, this cell locks very much like a poly- 
morphonuclear leucocyte, only considerably increased 
in size. In some areas the collection of cells shows 
in the center evidence of degeneration and the ne- 
crosis, locking not unlike the beginning caseation 
seen in tubercles. No evidence of giant cells, as 
seen in tuberculosis is to be noted. 

A second section of lymph node shows a similar 
picture. 

A third section shows no essential difference from 
the picture described above. 
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“SARCOMA FOLLOWING INJURY: REPORT 


OF A CASE. 
L. R. Marktey, M.D. 


BELLINGHAM, WASH. 


On January 2, 1922, Mrs. H. brought her daugh- 
ter Tillie, age 17, to my office for examination, 
chiefly because she had not menstruated for three 
months. She was a slender, anaemic-looking girl. 
Past history negative. I could find no trouble in 
the lungs; the heart was normal but its action too 
rapid. Hemoglobin 50%. Blood pressure 110. The 
urine contained much albumin. My attention 
was attracted to a tumor on the posterior surface of 
the right ilium, firm, adherent, and as large as my 
fist. A slight redness was apparent. There was 
no pain. 

The history was that about nine months before 
the girl had slipped and fallen, striking a steel rail 
at the site of the tumor. It_pained her for a short 
time and no further attention was given to the in- 


' jury. Several months ago. the girl noticed a “bunch 


on her hip,” but said nothing to her mother about 
it until a day or two before coming to my office. I 
gave my opinion that it was a sarcoma, and advised 
immediate operation. 

At the hospital I removed the tumor that evening. 
The mass, removed without any trouble, was adher- 
ent to the fascia. A small area in the center of the 
growth had broken down and was soft and caseous. 
The control of the nutrient artery gave us some 
trouble, and for this reason I ‘inserted a small cigar- 
ette drain which I removed in forty-eight hours. 
After the operation was completed we noticed that 
the ilium was decidedly enlarged. The incision 
healed by first intention except where the drainage 
was placed. This closed shortly after the sutures 
were removed. The laboratory report of the tumor 
was: small celled sarcoma, malignant. 

By the time the girl left the hospital her urine 
was free from albumin, and still remains so. Two. 
weeks after operation an x-ray picture showed the 
right ilium considerably larger than its fellow. 


We are employing x-ray treatment, but the prog- 
nosis is bad. She has, however, improved very 
much since operation. 


A KNIFE FOR HARE-LIP AND CLEFT 
PALATE OPERATIONS. 
BENJAMIN Brapson Cartes, M.D. 
KNOXVILLE, TENN, 


As literally translated surgery means the work of 
the hand—a more liberal translation should read 
the cunning of the hand—the work of course being 
done according to well-established principles with 
variaiions, according to the exigencies of the mo- 
ment. 

Besides this, it implies also the use of agents or 
tools. It is true, that the common run of opera- 
tions as met with in a general line of surgery may 
be performed with such tools as are kept in stock 


in, the average shop. However, there are excep- 
tions, when certain requirements of technic are diffi- 
cult except with tools especially fashioned according 
to the views of the operator, whose experience 
teaches him that certain modifications of a given in- 
strument enable him to do the best work. Thus, 
the knife recommended for freshening the edges in 
hare-lip and cleft palate has not met my expectations. 
For that reason.I had ene made to suit my views for 
such cases. It has been so satisfactory in my hands, 
both for paring the edges of the lip, and shaving 
the septum and alae nasi, that I can recommend it 
to others. It can be made by any skilled mechanic. 

From the point of the blade to the end of the 
handle the knife is five and one-half inches long and 
is made out of a solid piece of steel. The blade, 
which ends abruptly with a shoulder at the handle, 
is as thin as is compatible with use and one-eighth 
of an inch wide. The back of the blade is one inch 
long ; the cutting edge seven-eighths of an inch long. 
The point of the knife slopes with a sled-like pitch 
from the cutting edge to the back and it is this sled- 
like slope that makes it easy to shave the septum 
and ala nasi smocthly and with precision. The 
handle is three-eighths of an inch in diameter and 
hexagonal, or, better, octagonal oblong in outline. 
This gives the operator absolute control of the knife 
for he can turn it in his fingers in fractions of an 
arc, thus enabling him to guage to a hair’sbreadth 
curves and angles in making incisions in the lips or 
elsewhere. -The knife is heavier than ordinary 
knives, which I have found is really an advantage 


_ in such work. 
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HOW CAN THE RAILWAY SURGEON 
ASSIST THE RAILWAY CLAIM 
DEPARTMENT ?* 
W. S. TuHorpe, Eso. 


Chief Claims Attorney, Erie Lines, 
New York City 


I fully appreciate the fact that I tread upon 
somewhat dangerous ground when I suggest that 
the first opportunity which the railroad surgeon has 
to lay a foundation for rendering assistance to the 
Claim Department is when he examines the appli- 
cant for employment. I am aware that, in many in- 
stances, the fee for such an examination is nomi- 
nal and that the surgeon may not feel justified in 
making such a complete and thorough examination 
and report of the applicant’s condition as would 
fully inform the prospective employer as to the 
rature of the risk incurred in employing the appli- 
cant. We are all familiar with the class of cases 
in which claims are made for conditions which are 
either congenital or of long standing, the claim being 
made that such conditions resulted directly from 
some accident. Perhaps the two most serious of 
these classes of cases are those in which there is 
spinal trouble of long standing and those due to 
blood disorders of a syphilitic character. If an ap- 
plicant for employment with some long-standing 
spinal disease or deformity is passed by an exam- 
ining surgeon we immediately have on our hands 
a potential law-suit for serious and permanent spinal 
injuries, the remaining essential being that at some 
time the employee sustain some minor injury to 
which he can attribute whatever abnormal spinal con- 
dition he may have. If at the time of his examina- 
tion for employmert the examining surgeon had 
discovered and reported such condition, the result 
would probably have been the rejection of the appli- 
cant or its acceptance with a full understanding of 
the fact that the applicant had an abnormal spinal 
condition which was not of a disabling character. 


With such a report, the employing official can deter- 
mine whether or not to accept an applicant and, if 


he is accepted, and later sustains an injury, the claim 
adjuster can, by reference to the report of the ex- 
amining physician, determine whether the alleged 
injury ta the spine did or did not exist at the time 
he entered the employment. I refer particularly to 
spiral injuries for the reason that they are the last 
and most dangerous resort of the employee who is 
seeking to recover a substantial amount for what 


*Read at the goth Annual Meeting of the New York and 
New England Association of Railway Surgeons. 


may actually be a trivial injury. If the claimant is 
able to show a diseased or an abnormal spine, the 


railroad company is practically at his mercy, for the 
reason that unless we have discovered this condition 


before the man entered the service, we are not in 
a position to deny the fact that it resulted from the 
accident, although we may be morally certain that 
it did not so result, and that the condition in that 
respect is no worse than it was before the accident. 
The same thing is true in a lesser degree with refer- 
ence to the importance of examining for diseased 
conditions of the heart, lungs and kidneys, for the 
reason that it very frequently happens that a claim 
will be made for traumatic tuberculosis or heart 
trouble resulting from an external injury which does 
not apparently affect the organ in question. If the 
employer could know in advance that his prospective 
employee had incipient tuberculosis, or kidney trou- 
ble, or heart trouble, the employing efficer would be 
,in a position to decide whether he wished to take a 
chance that the development of such trouble might 
be hastened by an injury immediately affecting the 
organ in question. It should be borne in mind, not 
only by examining physicians but also by employers, 
that, with the present compensation and other stat- 
utes governing the question of liability for personal 
injuries as between employer and employee, the em- 
ployer has come to be to all intents and purposes the 
insurer of the employee against disability resulting 
from personal injury. It has, therefore, become of 
exceedingly great importance to the employer that 
he should not hire men who are already partially dis- 
abled without having a full knowledge and a com- 
plete record of such disability, and he should not 
hire men who are affected with syphilitic diseases, 
for the reason that when a man so affected is injured 
the process of healing is greatly, and sometimes per- 
manently delayed, thus requiring payment of com- 
pensation over a long period of time, on account of 
a case of comparative insignificant injury. 

In making these suggestions, I am fully aware of 
the fact, already suggested, that many railroad sur- 
geons feel that they cannot make such a careful ex- 
amination, as I have indicated, for the fee allowed. 
On the other hand, if normal fees are paid for such 
examinations, the aggregate expense to railroad em- 
ployers will run into such large figures as to be 
almost prohibitive. In a recent discussion of this 
subject, I heard Mr. J. C. Rose, Chief Claim Agent 
for the Pennsylvania Railroad System, state that, 
within a single year during the period of the war, 
his company had a labor turnover of approximately 
75,000 men. Obviously a charge of $5 each for 
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examining that number of applicants for employ- 
ment would run into such large figures as to put the 
payment of such a fee beyond consideration. But 
now that labor conditions are gradually returning 
to normal, it is my personal opinion that more care 
should be exercised by our company surgeons in 
the examination of applicants for employment and 
that where there is present in the applicant any evi- 
dence of spinal or other organic disease, or of 
syphilitic infection. the report should so indicate. 
When we get back to a condition where, the man is 
sometimes looking for the job, instead of the job 
always looking for the man, it will be worth while 
to consider whether the applicant for employment 
should not himself bear the burden of proving his 
fitness for the job by requiring him to pay the fee 
of the examining physician, such fee to be paid 
either in cash at time of examination, or deducted 
from the first pay check, and paid by the employer 
to the doctor. If the applicant is rejected and re- 
fuses to pay the fee, the railroad company can well 
afford to pay it as the price of getting out of hiring 
an undesirable employee. 

Having received a man into the service, we have 
next to consider the assistance which can be given 
by a company surgeon to the claim adjuster in case 
the man sustains a personal injury. Of course, it 
is of first importance that the injured man receive 
proper and attentive surgical care so that his suffer- 
ing may be diminished as much as possible and his 
recovery hastened. It is here that the company 
surgeon begins to lay a foundation which will assist 
the claim agent later on. Nothing appeals quite so 
much to a man who is injured as to receive from the 
attending surgeon the degree of attention and care 
which his case requires. It sometimes happens that 
the first impression received by an injured employee 
from the company surgeon is of such a nature as 
to almost immediately lead the injured man to seek 
the services of some other surgeon, and in such cases 
the claim adjuster has a difficult case to handle from 
the claim standpoint. On the other hand, I am glad 
to state, that it almost invariably happens that the 
injured man receives the same considerate attention 
from the company surgeon, that he would receive 
if he were a private patient of that surgeon, and thus 
his first improssion of the railroad claim department 
is favorable, rather than unfavorable. Such a feel- 
ing on the part of the injured man will invariably 
result in his being more easily approached when the 
time comes for a discussion of the settlement of his 


case. In addition to the physical treatment which 
the surgeon gives to the injured man, there is also 
the opportunity for mental treatment, by suggestion 
that the railroad company is willing to meet him on 
a fair basis of adjustment and that he give the claim 
department the opportunity to take up with him the 
question of adjustment. So, while the surgeon is 
treating the man for his physical injuries, he can 
also be laying the foundation for the claim adjuster 
to open negotiations for administration of the finan- 
cial balm, which is always welcome, and almost 
always necessary. I believe that the surgeon repre- 
senting the railroad company is in a position to do 
more to influence the mental attitude of the injured 
man during the period of convalescence than is any 
other person with whom he comes in contact. I 
would neither recommend nor suggest to. a company 
surgeon that he urge an injured man to settle his 
c'aim prematurely. I believe that the suggestions by 
the surgeon that the injured man defer settlement ne- 
gotiations until he himself becomes ‘satisfied as to the 
probable outcome of his injuries will do much to 
gain the man’s confidence, and will eventually lead 
to an amicable adjustment of the case. On the other 
hand, if an attending surgeon strongly urges a seri- 
ously injured man to sign a release, that man will 
almost invariably become suspicious, and harm is 
likely to result to all parties interested. 


Another important requisite in making an exam- 
ination and report in a personal injury case is that 
of absolute thoroughness. We occasionally find a 
claim investigator whose tendency is to develop only 
those facts in the investigation which are favorable 
to the employer and to omit reference to those facts 
which are unfavorable to him. That sort of an in- 
vestigation makes a case look well from the em- 
ployer’s standpoint in the beginning, but it is usual- 


ly disclosed in the end, especially if the case goes 
into court, when defendant’s attorneys are surprised 


by unfavorable evidence which has not been de- 
veloped by the claim investigator, but of which they 
should have been advised from the beginning. So, 
too, we occasionally meet with a railroad surgeon 
whose tendency is to minimize and belittle the in- 
juries in’ cases which he is called upon to attend, 
thus lulling the railroad company into a position of 
false security, which may not be revealed until an 
examination by a more impartial physician will dis- 
close conditions which may have been present but 
which were not reported by a company surgeon as 
a result of his examination. We are all familiar 
with the tendency on the part of most persons who 
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have sustained personal injuries to exaggerate such 
injuries, and I think that it is because of this ten- 
dency to exaggerate that company surgeons de. occas- 
ionally fall into the opposite error of seeking to 
minimize all claims of this character. It is discon- 
certing, to say the least, to trial counsel to have a 
surgeon who has taken a strong position in reporting 
that there is no merit in some particular case, appear 
in court as a witness in that case, and admit under 
cross-examination that his earlier reports were much 
more favorable to the railroad company than the 
situation warranted. Just as it is true that the claim 
investigator ought to develop all facts, even though 
they are favorable to the other side. so the surgeon 
ought to disclose every symptom and condition 
which indicate. an injury. It follows that in order 
to make a conscientious and accurate report, the 
examination must be thoroughly made. It is very 
frequently of great assistance to the Claim Depart- 
ment to have inquiries made as to family history of 
claimant and as to whether there have been previous 
injuries sustained by the claimant, and if so, as to 
the nature, date, and place of such injuries. On the 
question of thoroughness, the fact should not be 
overlooked that a man who has suffered the loss of 
a leg may also have suffered other injuries which 
would be considered severe if considered by them- 
selves. I recall a report made several years ago by 
a section foreman, in the case of a trespasser, whose 
dead body had been found on the right of way. His 
written report as to the injuries was as follows: 
“This man was cut in two at the waist-line, and 
also sustained other bruises.” The statement is 
amusing on its face and yet it might have been true 
that had the injury not been fatal, some of the 
“other bruises” would have been of relatively great 
importance. The man who has suffered the loss of 
a leg or an arm by accident may also have sustained 
internal injuries of a serious nature, but the lesser 
results are frequently overlooked in reporting the 
more serious ones. | 

Another way in which not only railroad surgeons 
but surgeons generally can be of assistance to the 
Claim Department is by being absolutely fair and im- 
partial in their reports and in their testimony, irre- 
spective of which side has called them into the case. 
As a lawyer, I am bound to admit that there are 
cases where lawyers have sold their services to clients 
whose cases have been absolutely unworthy. I think 
it is a matter of common knowledge that in almost 
any case involving medical and surgical testimony, 
expert medical and surgical witnesses can be found 


who will take either side of the case for a considera- 
tion. It is probably this fact, of more or less com- 
mon knowledge, that leads juries to so frequently 
disregard the testimony of perfectly competent and 
reliable physicians and which leads juries to form 
their own conclusions without very much regard for 
the medical testimony of the experts. Railroad com- 
panies are, nevertheless, being constantly bled by 
cases based on deliberate fraud and misrepresenta- 
tion, resulting from the concerted efforts of client, 
lawyer and physician. 
Shakespeare makes one of his characters say: 


“In law, what plea so tainted and corrupt, 

But, being seasoned with a gracious voice, 

Obscures the show of evil. 

In religion, what damned error, but some sober brow 
Will bless it and approve it with a text 

Hiding its grossness with fair ornament.” 


If Shakespeare had lived in the present day, I 
think he might have added to the foregoing, other 
lines as follows: 


“In surgery, what body so crippled and deformed, 
But, being injured in a railroad wreck, 

Some doctor trained 

Will trace its origin to the accident, 

Hiding that it dated from his birth.” 


Obviously, the utmost care is required on the part 
of an examining physician who suspects that the pa- 
tient is trying to effect a fradulent recovery against 
a railroad company or other corporation. Where an 
examining surgeon is satisfied in his own mind that 
fraud is attempted, he should not hesitate to call 
the attention of the Claim Department representa- 
tives to that fact, even though he may not be able 
to produce actual proof that his suspicions are cor- 
rect. The information that he has such suspicions 
will suggest to the Claim Department that a careful 
investigation be made of the claimant’s previous his- 
tory, for the purpose of ascertaining whether he has 
been a party to other fradulent transactions, as well 
as for the purpose of finding proof that the claimant 
is practicing fraud in the instant case. I know of 
nothing in the work of a Claim Department repre- 
sentative so gratifying as to be able to uncover and 
defeat a claim based upon fraud and deceit, and there 
is no one in the organization of a railroad who can 
more effectually assist the claim agent in uncover- 
ing such fraud and deceit than the company surgeon 
who is called into the case. 

I cannot close without commending and congrat- 
ulating railroad surgeons generally for the magnifi- 
cent spirit of cooperation which is shown by them 
in efforts to not only protect the interests of the com- 
panies, but also te restore to health and usefulness 
men who.are horribly crippled and deformed as a re- 
sult of railroad accidents which inevitably occur. 
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GASTRIC ULCERS 


From time to time the claim has been made that 
a penetrating ulcer of the stomach has healed with- 
out surgical intervention. The claims have been 
based upon the cessation of ulcer symptoms for sev- 
eral months and the disappearance of the filling- 
defect as observed roentgenologically. It must not 
be forgotten, however, that recession of symptoms 
for long periods is not at all rare in such cases, and 
it has been demonstrated that the disappearance of 
the “nische” may be apparent rather than real. For 
various reasons the #-ray findings are not in them- 
selves conclusive concerning the processes that take 
place in a chronic ulcer. That penetrating ulcers 
heal spontaneously, or as a consequence of “medi- 
cal” treatment can not be accepted as proven, and 
certainly any form of treatment based on the ex- 
pectation of such a happening would be hazardous. 
In the present state of our knowledge chronic ulcers 
of the stomach and the duodenum are essentially 
surgical diseases and are generally acknowledged 
to be such. Concerning the operations best adapt- 
ed to their cure, and especially of the cure of lesser 
curvature ulcers, there is less agreement. In this 
respect, too, however, there is evident a growing rec- 
ognition of the defects and limitations of operations 
once more generally employed. 


It is now fairly conceded that gastro-enterostomy 
alone is not an acceptable operation for gastric ulcer, 
although it may prove helpful, and indeed curative, 
in pyloric ulcers associated with obstruction or 
pyloric ulcers in which temporary obstruction is 
made by the surgeon (“pyloric exclusion”). Says 
Moynihan in The Lancet, February 11, 1922: 

“I think that gastro-enterostomy, if indeed it is 
practiced at all, should be reserved for those cases 
in which the ulcer is distal to the opening to be 
made, in which no reasonable doubt can be enter- 
tained as to the benignity of the ulcer, and in which 
the patient’s condition renders a more extensive op- 
eration too hazardous. As a customary procedure 
it should be abandoned, for its immediate mortality 
it little different from that of gastrectomy; after its 
performance malignant changes in the ulcer may 
develop or progress and cause death; the ulcer may 
fail to heal, or new ulcers in the stomach may de- 
velop; gastro-jejunal or jejunal ulcer may suhse- 
quently occur.” 

Excision of the ulcer has also proved a very dis- 
appointing operation. It is teo often followed by 
recurrence of gastric symptoms, due to distcrtion 
of the stomach, fresh ulceration, or other disturb- 
ance. Combined with gastro-enterostomy, the re- 
sults of resection are better but not in a sufficiently 
large percentage of cases. 

Balfour’s operation (destruction of the ulcer by 
cautery) combined with gastro-enterostomy, appe irs 
to be more often satisfactory than resection and 
gastro-enterostomy, but Moynihan, and others of 
large experience, prefer gastrectomy. 

The results of median resection of the stomach, 
the so-called “sleeve resection,” are variously esti- 
mated by competent surgeons. Deaver and Ales- 
sandro, for example, employ it; and DeQuervain re- 
ports 90% of cures by sleeve resection, but dces 
not state the number of cases (Surgery, Gynecology 
and Obstetrics, January, 1922). Concerning it 
Moynihan says: “The clinical results are said to 


be good, but I have seen a recurrence of symptoms ° 


and fresh ulceration along the suture line. The 
radiological examination of patients submitted to 
this operation, as Duval has shown, gives reasons 
for the belief that contraction and ee in conse- 
quence are by no means uncommon.” 

Berg, of New York, mareservediy condemns the 
sleeve resection method as “atrocious,” and attrib- 
utes the bad results to the interruption of innerva- 
tion. Like Moynihan, he treats lesser curvature 
ulcers by partial or subtotal gastrectomy. 

Aside from the question of risk, it would appear 
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today that the most satisfactory operations for gas- 
tric ulcer are pylorectomy, partial gastrectomy or 
subtotal gastrectomy, depending upon the situation 
of the lesion. Moynihan now reports that since 
1909 he has performed 118 “gastrectomies,” with 
but two deaths, and “only one case has since had 
any symptoms of digestive discomfort.” This was 
a woman from whom he also removed a group of 
tuberculous mesenteric glands. The method of 
gastro-intestinal anastomosis after resecting varies 
with different surgeons. The Polya method—-sutur- 
ing the open end of the stomach into the jejunum— 
is employed by Moynihan, the Mayos, de Quervain 
and others, but some surgeons have reverted, by 
preference, to posterior: gastro-enterostomy. 

. Few surgeons can exhibit so low a mortality in 
any considerable number of gastrectomies for ulcer 
as Moynihan’s. The more timid, and the less expe- 
rienced surgeon, will perhaps seek to bolster him- 
self in less radical operations by De Quervain’s 
assertion that ‘‘observations made over periods [as 
contrasted with early results] and including all cases, 
show for gastro-enterostomy for all types of gas- 
tric ulcer, a cure or improvement in 75% of cases. 
In ulcers at a distance from the pylorus the average 
results are no less favorable than in those at the 
pylorus.” It will be seen that this is hopelessly out 
of accord with the large experience of Moynihan, 
and, indeed, of many other surgeons. One can 
hardly be disposed, however, to quarrel with De 
Quervain’s concluding statement: “Regardless of 
the type of ulcer, one can do the patient a greater 
service by performing a good gastro-enterostomy 
than by doing a resection under unfavorable circum- 
stances.” 


PNEUMO-ROENTGENOGRAPHY OF THE 
KIDNEY 

One of the fascinations of urclogy lies in the very 
nice methods of diagnosis that have developed from 
the employment of cysto-urethroscopy and roentgen- 
ography, separately or in various ways together, 
and the means that these have afforded for explor- 
ing or outlining the bladder, ureters and kidney 
pelves, of collecting the urines from each side, of 
determining the function of each kidney, of locat- 
ing calculi and obstructions in any part of the uri- 
nary channels. But while we have thus been able 


to inspect the interior of the bladder and the urethra, 
and to silhouette roentgenographically the ureters 
and kidney pelves, we have not hitherto found 
roentgenography useful in demonstrating the kid- 
neys themselves uniformly and distinctly. For de- 


termining their size and outline the surgeon was 
depexdent on such information as he could secure 
by palpation until, recently, Carelli of Buenos 
Aires evolved a much more accurate method. Adopt- 
ing the principle of pneumo-roentgenography, which 
has now been employed for some years for outlin- 
irg the solid abdominal viscera and the ventricles 
of the brain, he has applied it to peri-renal inflation, 
and has evolved a technic which, in his hands, is not 
only safe and harmless, but makes demonstrable the 
shadow of the kidney as clearly as does “pneumo- 
peritoneum” the liver and the spleen. The injection 
is made with a needle close to the lateral process of 
the second lumbar vertebra. The technic must be 
very precise, and carefully controlled by the mano- 
meter. Five hundred c.cm. may be injected of 
oxygen or carbon dioxid, the latter having the ad- 
vantage of being more rapidly absorbed. Deform- 
ities of the kidney outline, such as might be produced 
by tumors or other gross lesions, are demonstrable. 
Of much interest, teo, is it that the shadow of the 
adrenal gland is also shown by Carelli’s method, 
suggesting a useful diagnostic procedure in suspect- 


-ed lesions of that body. Carelli has recently dem- 


onstrated his procedure in this country; and, unless 
we find in it difficulties or dangers that he has not 
experienced, there is little doubt that it will be 
added to our diagnostic practices—a South American 
gift to urologic science. 


Surgical Suggestions 


When applying the dressing after radical amputa- 
tion of the breast, place compressive gauze rolls just 
below the clavicle. It is in that space (formed by 
the removal of the pectoralis major), especially to- 
wards the sternum, that a hematoma is apt to form. 


An incision in the line of the eyebrow does not 
often heal with an invisible scar. On the contrary, 
the cicatrix is apt to give the eyebrow an ugly ap- 
pearance of bifurcation. An incision just beneath 
the eyebrow makes a less conspicuous scar, and is 
therefore to be preferred cosmetically. 


An ossifying hematoma may much resemble, 
physically, an osteosarcoma, and may be mistaken 
therefor by an inexperienced roentgenographer. 
This ossification is most apt to take place in a sub- 
periosteal hematoma, such as may occur in scurvy. 
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Selections from Recent Literature 


Cancer Death Rate in New York City During 1921. 
L. Duncan BuLkiey, New York. Medical Recor, 
February 18. 1922, 

This article is written to arouse the medical profession to 
exert new and more strenuous effort to diminish the inci- 
dence and mortality of cancer, from which it is estimated 
there are 300,000 sufferers in the United States today. 

In New York City the death rate from cancer, according 
to the Weekly Bulletins of the New York City Board of 
Health, has increased a little over five and one-half per cent. 
in the year 1921, when the recorded deaths from cancer 
were 5,056 (males 2,534; females 3,122) as against 5,301 
for the year 1920. This increase in New York City is most 
alarming when the fact is taken into consideration that the 
yearly increase throughout the United States has never ex- 
ceeded two or three per cent., sometimes much less. In addi- 
tion, it is stated, that the mortality from all causes in New 
York City during the yast year, as compared to that of the 
preceding year, fell twelve per cent., as against an increase 
of five and one-half per cent. from cancer, and a fall of 
sixteen and six-tenths per cent. in the death rate from tuber- 
culosis. 

The average weekly number of cancer deaths was 108.6 
persons, or 15.5 per day, and the greatest number in a single 
week was in that ending October 29th, namely 130, or 18.5 
a day; the lowest number in any one week was 88, or about 
12.5 persons a day. There were only 15 weeks in which 
there were less than 100 deaths from cancer. 

The idea or theory of the local nature of the lesions called 
cancer has been shown to be untenable, and the evidences 
are steadily increasing of a systemic or constitutional nature 
of carcinosis, of which the local lesions, commonly called 
cancer, are only the manifestations or products, as are the 
late lesions of tuberculosis, syphilis, arteriosclerosis, rachitis, 
apoplexy, etc. In addition, the means employed at present 
in combatting this great plague—surgery, x-ray, radium, 
and experimental animal research—instead of mitigating the 
evil, seem, on the contrary, to have increased the incidence 
and mortality. Hence the urgent appeal for more intensive 
and concerted action as to the causation as well as the eradi- 
cation of this ever-increasing menace to human life. 


Hepatic Carcinoma in Natives and Its Frequent Asso- 
ciation with Schistosomiasis. J. H. Harvey Pirie, 
Edinburgh. South African Medical Record, January 
14, 1922. 

en following statements summarize this interesting 
article: 

1. Carcinoma, generally speaking, is not so common in 
Africans as amongst Europeans, but experience in Johannes- 
burg seems to show that primary carcinoma of the liver is 
relatively more common. 

2. From specimens sent the South African Institute for 
Medical Research from 1912 onwards, carcinoma was diag- 
nosed in African natives in 91 cases, and 52 of these were 
given as primarily hepatic in origin. By cutting out all 
cases with an element of doubt, this figure of 52 has been 
reduced to 36 cases in which it is believed there is no doubt 
as to the origin of the new growth. 

3. In searching for a possible cause of this greater fre- 
quency of primary liver carcinoma, schistosomiasis has sug- 
gested itself as a casual factor. 

4. Schistosomiasis has been shown experimentally to in- 
duce a cirrhosis of the liver, and it is believed to be the com- 
monest cause of cirrhosis amongst the Chinese. 

5. It has been found also to be commonly associated with 
cirrhosis of the liver amongst South African natives, and 
may be presumed to be the cause of the cirrhosis, 

6. Primary carcinoma of the liver in Europeans most 
commonly develops in a cirrhotic liver, and in most of the 
African cases here reviewed cirrhosis was present. 

7. Schistosomiasis may therefore be a factor in accounting 
for the common occurrence of carcinoma of the liver 
amongst South African natives, through leading firstly to 
the development of cirrhosis, on top of which a carcinoma 
may develop. 


8. In the 36 cases reviewed, schistosomiasis was definitely 
established in 10. In two it could definitely be excluded. In 
24 information as to the condition of the bladder is lacking, 
and, as is shown, examination of liver sections is incon- 
clusive. 

g. Of the 36 cases, 28 are liver-cell carcinomas, 3 bile-duct 
carcinomas, and 5 are regarded as of doubtful or mixed 
liver and duct cell origin. 


The Increasing Inoperability of Uterine Cancer and 
Methods to Correct This Evil. (Die zunehmende 
Inoperabilitét des Uteruskrebses und ihre Bekémpfung). 
G. Winter, Zentralblatt fiir Gynaékologie, December 3, 
1921. 

Winter, for years, has sought to improve the operability 
of uterine cancer by widespread propaganda addressed to 
the medical profession, midwives and the public. In 1903 
after an intensive campaign he was able to increase the op- 
erability of cases seen at his clinic from 63 to 74 per cent., 
but by 1905 the percentage had again dropped to 63. He 
concluded that propaganda is effective for short periods 
only and has to be continually kept up. 

During and since the war inoperability of the cases, when 
first seen, has increased to a terrible degree. Between Ig11 
and 1920 altogether 539 cases were seen. In 1911 the per- 
centage of inoperable cases was 34.5 per cent., in 1920 it 
was 72.2 per cent! 

An analysis of the causes for undue delay is as follows: 


Fault of the physician.......... «++ 39 Cases—21.5 per cent. 
Fault of the midwife..... ares -. O6cases— 3.4 per cent. 
Fault of the patient........ sented .136 cases—74.5 per cent. 
Fault of the quack...... Bere I case — 0.6 per cent. 


In 52 per cent. of the neglected cases the attending phy- 
sician did not make an internal examination; in 48 per cent. 
a wrong diagnosis was made! 

The least suspicion of cancer requires: 

1. Immediate vaginal examination. 

2. Immediate diagnosis with all possible diagnostic aids 
(excision of specimen, exploratory curettage, microscopical 
examination of the materials). 

3. Immediate transfer of the patient to a competent op- 
erator. 

Suspicious symptoms are bleeding after coitus, hemorrhage 
after onset of the menopause, bleeding from the vagina after 
urination and defecation, and bleeding independent of men- 
struation. Leucorrhea, pain and pruritus are less pathog- 
nomonic. 

Examination shows diffuse or circumscribed thickening of 
the cervix, clefts, incisures, cavities, polyps, cauliflowers. 

Especially by the inexperienced, specimens must be excised 
to exclude cancer in doubtful cases. 

Winter has addressed a query to all the gynecological 
clinics of Germany to obtain their statistics of operability. 


When to Operate and When to Use Radium on Fi- 
broids of the Uterus. Georce GeLLuorn, St. Louis, 
J “gpree of the American Medical Association, January 
28, 1922. 

The principal field for radiotherapy, Gellhorn says, is: 
(1) in women of 40, or over, who have fibroids which do not 
extend above the umbilicus; the more uniform the enlarge- 
ment of the uterus, the better is the case suited for this 
treatment; (2) women who are designated as poor surgical 
risks, that is, patients with marked secondary anemia; (3) 
those who are opposed to any form of surgical treatment. 
Radiotherapy is indicated in women above the age of 40 who 
have symtomless fibroids. Clinical cures are obtained in 
what probably constitutes more than 60 per cent. of all cases 
of fibroids. In the hands of the expert, this method is fol- 
lowed by no mortality. There is an insignificant morbidity 
after radiotherapy which is steadily growing less as the re- 
sult of improved technic. The field for surgery in the treat- 
ment of fibroids is fairly well defined. All tumors extending 
above the umbilicus and, likewise, all large pedunculated, 
subserous or submucous fibroids should be operated on, for 
in these three classes radiotherapy is likely to produce a 
necrosis of the tumors. Cervical fibroids are equally un- 
suited for radiotherapy, and should be removed surgically. 
The same is true of suppurating, necrotic or gangrenous 
tumors and those who are undergoing cystic or calcareous 
degeneration. While the frequency of such secondary 
changes in fibroids is not very great, they constitute an im- 
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portant group which must be reserved for surgical interven- 
tion. As a rule, women under 40 should be operated on 
rather than irradiated. The younger the patient, the more 
clearly is operation advisable. 


The Carelli Method of Perirenal Inflation. F. Herna- 
MAN JoHNSON, London. The British Medical Journal, 
January 21, 1922. 

The essential points of the technique are: (1) Use of a 
fine needle; (2) accurate location of the transverse process 
of the second lumbar vertebra; (3) proper direction of the 
needle after it has struck the process; (4) use of needle 
open so long as it is being advanced: this permits observa- 
tions of punctured blood vessels; (5) sound judgment as to 
depth of insertion; (6) determination of entrance of needle 
point into perirenal tissue by manometer readings; (7) slow 
injection of gas; (8) quantity of CO, gas not to exceed 500 
cm. 
As to indications for use, any case in which there are 
signs or symptoms suggestive of kidney trouble, and in 
which clinical and ordinary radiographic examination does 
not completely clear up the diagnosis, should be investigated 
by this method. Alterations in shape, size or density are 
at once made clear, also calculi too small or faint to show 
in the usual manner. A wide field should be the investigza- 
tion of alterations in the adrenal body—thus the method is 
not limited to strictly urological cases, but should be used 
in elucidating certain disorders of the ductless glands. 

As to risks, there may be a theoretical possibility of set- 
ting up perirenal cellulitis, but no suggestion of any ill-effect 
has occurred in Dr. Carelli’s practice. On the other hand, 
the procedure may turn out to have therapeutic uses. 


Nephritis and Urinary Calculi After Production of 
Chronic Foci of Infection: Preliminary Report. 
C. RosENow and Joun G. Metsser, Rochester, 
Minn., Journal of the American Medical Association, 
January 28, 1922. 

_ Two sets of experiments were performed. In the dogs 

in the first experiment, and in four dogs in the second ex- 

periment, the teeth were infected with streptococci isolated 
repeatedly from the urine of a patient with typical attacks 
of renal colic due to stones. The teeth of four other dogs 

in the second experiment were infected, as controls, with a 

mixture of streptococci from arthritis; and as additional con- 

trols, four dogs whose teeth were not infected were observed. 

The four dogs in the experiments on nephritis developed 

lesions in the parenchyma of the kidneys, essentially focal in 

character, often widely disseminated, and in some instances 

a large part of the parenchyma of the kidney was involved. 

The location and type of cellular infiltration and other 

changes resembled closely those of acute interstitial nephritis, 

which occurs often with infectious diseases. In one of these 
dogs marked cystitis and pyelitis, with secondary infection, 
were found, and in adherent membranous exudate marked 
calcareous deposits had occurred. The staphylococcus was 
isolated at the end of the experiment from the focus and 
the kidneys of the dogs. It manifested elective localizing 
power for the kidneys of rabbits when injected intravenous- 
ly. It was demonstrated in the lesions, and proved absent in 
the normal portion of the kidney. Five of the six dogs in- 
fected with the streptococcus from the urine of the patient 
with nephrolithiasis developed calculi; the sixth dog died too 
soon for stones to form. Calculi were found in both kidneys 
in four dogs. The casual relationship between the calculi 
and the streptococcus inoculated into the teeth seems estab- 
lished. The organism was isolated from the kidneys, from 
some of the stones, and from the teeth of the dogs, and its 
elective affinity for the medulla of the kidneys in rabbits on 
intravenous injection was demonstrated; it was found in the 
lesions of collecting tubules where crystallization and stone 
formation were beginning. None of the four dog¢ in which 
the teeth were infected with streptococci from arthritis de- 
veloped stone, nor did any of the four additional control 
dogs which were kept under the same conditions, but whose 
teeth were not infected. The urine in all of these eight dogs 
remained normal, and the kidneys had no focal lesions. 

Stones of the character obtained in these experiments were 

not found in another series of fourteen dogs which were 

kept under similar conditions and whose teeth were devital- 
ized and infected with strains other than those from nephro- 


lithiasis and nephritis, nor in a single instance in the exam- 
ination of more than 500 dogs in connection with other ex- 
periments. 


Pyelitis. F. V. Hress. Journal of the Iowa State Medical 
Society, February, 1922. 

Pyelitis is a very common disease in children, girls under 
three years of age furnishing a large percentage of the total 
cases in the female. It is often found in the male child, 
and is not uncommon in the male adult. It is claimed by 
DeLee that two-thirds of the women who die during preg- 
— show evidence that they either have or have had pye- 
itis. 

The condition is always the result of infection, not ot 
obstruction. It is seldom a primary infection, however. It 
is a metastasis from a bacterial focus of dissemination. The 
colon bacillus is generally the offending organism, though 
it may be due to the stanhylococcus, streptococcus, gono- 
coccus, pneumococcus, bacillus typhosis, proteus bacillus. 

The pathological picture is the following: The ulceration 
of the mucosa, opening the lymphatics to direct infection 
from the ulcerated area is typical. The pelvis of a normal 
kidney has a very thin wall, the mucularis is thin, and the 
fibrous coat is not heavy. Ujicerations causing perinephritic 
abscess by direct continuity and by metastasis into the lymph 
system are common in the severe types. Should the pelvis 
be irregular and full of pockets the treatment is difficult 
and prognosis is doubtful as to good results. 

The symptoms vary greatly. The important points to be 
remembered is that the condition is usually secondary to 
some distant focus of infection, that it came by way of the 
blood stream, that there are ulcers in the pelvis of the kid- 
ney and a bacteremia and septicemia from this new focus of 
infection, and that the temperature, pulse and local signs, 
together with the primary findings, will serve as guides in 
separating the symptoms from the complications. 

In making a diagnosis it is essential that a clean specimen 
of urine be obtained. Pyelitis must be differentiated from 
(1) abscess of the kidney parenchyma; (2) stone in the 
kidney pelvis; (3) stone in the ureter; (4) stricture of the 
ureter; (5) appendicitis; (6) cystitis; (7) gall-stones; (8) 
ulcer of the stomach; (9) ulcer of the duodenum; (10) 
lumbago; (11) tuberculosis of the spine; (12) tuberculosis 
of the kidney. 

The prognosis depends upon the following points: the his- 
tory of the infection preceding the onset of pyelitis as well 
as of the pyelitis itself; the bacteria responsible, and whether 
it is complicated by stone in the pelvis, etc.; the shape of 
the pelvis, and whether it is sacculated or if irregular in 
contour. If there is obstruction at the outlet of the ureter 
it will be prolonged, as there is not sufficient drainage. 

In the treatment of pyelitis, it is important to deal with 
the offending focus of infection most efficiently, in order 
to avoid recurrence. The immediate pyelitis should be 
treated by the use of some disinfectant in the urinary sys- 
tem (hexamethylenamin and sodium benzoate), hygienic 
care, rest in bed and symptomatic treatment. If it does not 
yield to a mild form of treatment, lavage of, the pelvis with 
soine non-irritating silver salts may be instituted twice a 
week by the ureteral catheter, or drainage of the pelvis of 
the kidney by lumbar incision may be necessary. 


Vesical Diverticulum, with Report of Four Cases. 
S. Beverty Cary. Virginia Medical Monthly, Feb- 
ruary, 1922. 

Vesical diverticula may be either congenital or acquired. 

Their occurrence is more frequent than is generally believed. 

In the absence of complications, simple diverticulitis should 
be treated by the expectant plan for a resonable period, as 
many of these cases will entirely clear up. Although the 
desired results may not be obtained, the patient is in a better 
condition, whatever the operative procedure selected. The 
various methods suggested are: 

1. Removal of complications. 

2. Enlarging of the orifice of the diverticulum for the 
purpose of securing better drainage, 

3. Plastic surgery. 

4. Excision of the mucous lining of the sac with suture 
of the walls of the orifice. 

5. Extirpation and transplanting the ureter, should it open 
directly into the sac. 
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The Treatment of Gastric Ulcer. HAte- 
Wuite, London. British Medical Journal, February 11, 
1922. 

aye difficulties are encountered in the treatment of gastric 
ulcer : 

1. It is often diagnosed as present when it is not. Many 
conditions, such as disease of the appendix, of the gall-blad- 
der, and even a stone in the kidney may cause symptoms 
that are erroneously set down to gastric ulcer. Duodenal 
ulcer, carcinoma of the stomach and various functional dys- 
pepsias may be mistaken for it. The conditions lead to 
errors of diagnosis sufficiently often to make most opinions 
expressed as to the results of treatment of no value. 

2. The second difficulty is concerned with causation. It 
is probable that the incriminating factor is not always the 
same, and that there are different varieties of ulcer due to 
different causes. However, clinical observations and ex- 
perimental work indicate that a gastric ulcer is due to the 
local effect on the stomach of bacteria or toxins produced 
in another part of the body, and that when the gastric patch 
damaged by them has been formed the excavation of the 
ulcer is promoted and its healing retarded by the acidity of 
the gastric juice. 

Although the writer admits that—barring traumatic ulcers 
and ulcers due to irritant poisons—their causation is still 
problematical, he believes there is sufficient evidence for the 
view above mentioned for it to be strongly advisable, in 
every case of gastric ulcer, to remove any distant possible 
source of infection. 

An encouraging fact in the treatment of ulcers of the 
stomach is their natural tendency to spontaneous cure. 

Ulcers of the stomach are classed as acute or chronic, the 
terminology referring merely to time. The former is dif- 
ficult to diagnose. It cannot be revealed on +-ray exam- 
ination, and generally gives only slight symptoms or none, 
until perforation or severe hemorrhage takes place. If the 


bed and a diet of from 1,600 to 1,700 calories a day is in- 
stituted. White believes that many patients fail to get well 
because of under-nourishment. The chief drug should be 
an alrali, to counteract the gastric acidity; sodium bicarb- 
onate is frequently chosen with excellent results, but if it 
leads to distension, lime water or magnesia may be substi- 
tuted. Tincture of belladonna checks the secretion of acid 
and excess of gastric movement. A good mixture is sodium 
bicarbonate gr. 25, tincture of belladonna min. 10, bismuth 
subcarbonate gr. 15, tragacanth powder q. s., with chloro- 
form water to make one fluid ounce; this may be given 
three times daily. Magnesia is the best aperient, if required. 
This treatment can generally be borne for six weeks, when 
the patient may return to plain, normal food, without much 
meat. 

The chronic ulcer may be easily diagnosed by means of 
the x-ray. Surgery is especially desirable for hospital cases. 
A cure from surgery is quicker and probably more certain 
me oe medical treatment, and the risk to life nowadays 
is slight. 

Medical tfeatment should be undertaken only for those 
in whom the x-rays do not indicate an ulcer, or show that 
it is small. Progress should be watched by +-ray examina- 
tion about every six weeks, and the surgeon should be con- 
sulted if no progress has been made. 

In deciding upon surgical treatment it must be remem- 
bered that even if the ulcer heals, pyloric stenosis, hour- 
glass stomach, or perigastric adhesions may follow, and all 
require surgery. Perforation, subphrenic abscess, fatal 
hemorrhage, or transition from a simple to a carcinomatous 
ulcer may occur at any time before complete healing, and 
may be followed by dyspepsia. Gastro-enterostomy is by no 
means a universal panacea. 

The treatment for bleeding from gastric ulcer is described, 
as also for other results of gastric ulcer, such as organic 
hour-glass stomach, pyloric obstruction, subphrenic abscess, 
and perigastric adhesions. All treatment is surgical except 
for bleeding. 

In summarizing, the writer adds that statistics as to the 
result of medical treatment are at present valueless. Unless 
it perforates, the acute ulcer requires only medical treat- 
ment. Very many of the other class will derive most bene- 


focus of infection cannot be located the patient is put to - 


fit from surgery, but ulcers should not be operated upon 
when bleeding. 


A Case of Perforated Gastric Ulcer with Unusual 
Symptoms and Sequelae. G. D. Mirsom and 
LioneL E. C. Norsury, London. The Lancet, February 
II, 1922. 

The case described is that of a man, 58 years of age, who 
had had periodic attacks of vomiting for the past twenty 
years, no hematemesis, intervals of complete freedom from 
gastric symptoms of one or two months’ duration, and at- 
tacks at more frequent intervals of recent years. 

Following a right paramedian supra-umbilical incision, a 
little free fluid, but no gas, was found, and there was some 
local peritonitis below the lower and around the pyloric 
region. On the anterior wall of the pylorus was a large 
chronic ulcer, one and one-half inches in diameter, with a 
pinhole perforation in the center. The ulcer was overlapped 
by an enlarged liver and the perforation was evidently due 
to the giving way of adhesions between the liver and 
stomach. Considerable induration was present for some dis- 
tance around the ulcer. The ulcer was invaginated by a 
row of Lembert’s sutures reinforced by an omental graft, 
and the abdominal wall closed. 

Attention is directed to the following unusual features of 
the case: 1. Gradual onset of acute symptoms due apparent- 
ly to a minute leak from the stomach. 2. Severe attacks of 
pain, apparently of sympathetic origin, referred to the 
penis, with inability to pass water, and accompanied by opis- 
thotonos. 3. Marked post-operative acute dilatation of the 
stomach, with persistent vomiting, which was instantly re- 
lieved by gastric lavage. 4. Occasional attacks of cardio- 
spasm at the present time. 


Acute Phlegmonous Epiglottitis with Report of Cases, 
JosepH FriepDMAN and SAMuEL D. GREENFIELD, Brook- 
lyn, New York. New York Medical Journal, February 
I, 1922, : 

According to these writers, acute phlegmonous epiglottitis 
is not as rare a condition as has been supposed. Michel, in 
1878, first pointed out that the condition does occur as a 
distinct entity. It is distinctly epiglottitic in origin, not being 
preceded by any inflammation in the adjoining tissues. The 
attending edema which characterizes the affection is limited 
to the anterior or lingual surface because of the anatomical 
conformation of the epiglottis. 


The etiology has not been definitely determined, though 


most observers agree that is always infectious in origin. 

With the present modern improved methods for examina- 
tion of the larynx, little difficulty should be experienced in 
the diagnosis. It must be differentiated from angioneurotic 
edema. The latter condition may involve the epiglottis, but 
seldom alone. The edematous structures, instead of being 
angry red are pale and grayish in color, with evidences of 
inflammation absent both locally and generally. The absence 
of fever in angioneurotic edema should decide the diagnosis. 

The gravest danger lies in the mechanical obstruction oc 
casioned by the enlarged epiglottis, thus interfering with 
respiration. The affection is self-limiting, and, as a rule 
recovery is accomplished without complications or sequelae 

An early diagnosis should be made and the patient pu 
to bed with the head propped up. Salines should be admit- 
istered liberally, for their depleting effect. An ice bag over 
the anterior aspect of the neck is advised, and an iced ich 
thyol spray will greatly relieve the pain and reduce the it- 
flammation. The chief indication for treatment of the local 
condition is early and deep scarification. The latter shoul 
be deep enough to afford adequate drainage to the water- 
logged tissues. In those cases in ‘which suppuration is w 
established, early incision and evacuation of pus should & 
prompt. To accomplish this, the parts should first be sprayed 
with a ten per cent. solution of cocain. Following the i 
cision, the parts should be cleansed by means of an ant 
septic spray, repeating sufficiently often to rid them 0 
mucus and pus. Should there be a re-accumulation of pus 
dilatation of the incision may be necessary. Relief is ob 
tained in three or four days if treatment is instituted early. 
Complete resolution ta':es place at the end of a week or té 
days, as a rule, the areas of scarification or incision bei 
all that remain to be seen, 
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Indications and Contraindications for Tonsillectomy. 
SAMUEL CoHEN, Philadelphia. Medical Record, Feb- 
ruary 25, 1922. 

Believing that tonsillectomy has been overdone, the writer 
has given what he believes is a sane, but neither too radical 
nor too conservative view of the subject. Each case, never- 
theless, must be studied from its own angle. 

In stating the indications, he has placed them under two 
headings: (1) absolute and (2) questionable. In the latter 
case the patient can be watched before a decision for or 
against operation is made. 

Absolute Indications—1. Recurrent attacks of acute ton- 
sillitis, whether of the suppurative or simple variety, call 
for a tonsillectomy. 

2. When an acute attack of tonsillitis (even though it be 
the first) is followed by such complications as rheumatism 
or heart trouble the tonsils should be removed. 

3. Tonsils that are so large as to cause any difficulty in 
breathing or swallowing call for a tonsillectomy. 

4. All cases of acute suppurative otitis media (otorrhea), 
which have lasted more than six weeks call for a removal 
of the adenoids and tonsils. 

5. Repeated attacks of pain in the ears of children who 
have a normal drum-head, and no near-by local conditions 
is found to explain the pain, call for the removal of the 
adenoids and tonsils. 

6. Recurrent attacks of acute anterior cervical adenitis, 
especially when the “tonsillar gland” is involved, point to 
the tonsils as the origin of the infection and call for their 
removal. 

7. Tonsils, which on pressure extrude cheesy matter or 
pus, complicated by symptoms of toxic absorption or a foul 
udor of the patient’s breath, call for removal. 

8. If the patient has had one attack of peritonsillar ab- 
scess, removal of the tonsils will prevent the recurrence of 
this condition. 

9. Diphtheria carriers should have their tonsils removed. 
(Negative cultures are usually returned in two weeks after 
operation. ) 

Potential Indications.—1. All tonsils, being possible sources 
of trouble, should be looked upon with suspicion at all times, 
especially those showing some enlargement, irregularity, 
congestion, adherent pillars, or extraneous substances obtain- 
able by extraction or pressure. When such tonsils are 
present in patients suffering with rheumatism, chorea, arth- 
ritis, etc., and when all other sources of infection have first 
been investigated and treated without avail, they should be 
removed if no contraindication exists. 

2. Cases in children of occasional nasal hemorrhage, with- 
out any local area found to explain this, or cases of chronic 
nasal discharge, should have their adenoids and tonsils in- 
vestigated with the idea of removal. The writer has ad- 
visedly put the adenoids first, because he believes they are 
probably at the bottom of these symptoms, and finds that 
when removing the adenoids, it is well worth while to do a 
tonsillectomy at the same time. 

The following contraindications are given: 

1. Age: Tonsils should not be removed before the age of 
two, unless some special indication exists. Tonsils should 
not be removed from people who show a marked arterio- 
sclerosis, or in the aged. The danger often overbalances 
the possible good that might result from such an operation. 

2. Patients having fever or albumin in the urine, should 


_wait until these are cleared up before being operated upon 


if possible. 

3. It is unwise to remove tonsils during an epidemic. 

4. When vascular anomalies are seen or felt in the ton- 
sillar region, pointing to large blood vessels, being in direct 
relationship with the tonsils, the removal of the latter is 
fraught with great danger. 

5. Hemophiliacs, or those known to bleed very much after 
the slightest cut, are endangered by the operation of ton- 
sillectomy. The patient is always questioned before operat- 
ing, as to his bleeding propensities, and if possible the blood 
coagulation is taken. 

6 Operating during an attack of acute tonsillitis or of 


' peritonsillar abscess, is believed to be unwise. These pa- 


tients take ether poorly and injection of a local anesthetic 
is rather dangerous, to say the least (pushing infection, as 
it may, into surrounding tissue and opening up nature’s pro- 
tective wall). 


7. All conditions wherein the giving of a general or local 
anesthetic is dangerous, are to be classed as contraindications 
to tonsillectomy. The key to this part of the topic lies in 
the question, “Is the danger run justified by the possible 
benefits to be derived?” 

8. It is best to avoid a tonsillectomy in cases of atrophic 
rhinitis, 

9. Syphilitics should not have a tonsillectomy performed 
unless in the most extreme urgency. 

10. Tonsillectomy in the presence of badly diseased teeth, 
or of an acute infection in or about the mouth, is to be 
avoided, when possible. 


Aeration of the Posterior Accessory Sinuses in Acute 
Optic Neuritis. Leon E. Wuire, Boston. Boston 
Medical and Surgical Journal, February 9, 1922. 

This is a thorough and interesting consideration of the 
subject, presented before the joint meeting of the sections 
of Opthalmology, Rhinology and Laryngology, on October 
26, 1921, at the New York Academy of Medicine. 

The following points are discussed : 

It has been shown, through investigation, that the optic 
nerve may be in close relationship with the sphenoidal ‘sinus 
and the posterior ethmoid cell. In order to reach the tissue 
adjacent to it, the direct and logical route would be through 
pine structures and not through the entire ethmoidal laby- 
rinth. 

The literature dates back a little over one hundred years, 
and the general impression obtained from it is that purulent 
infections, even though unrecognized, must exist. 

The diagnosis can sometimes be made almost from the 
symptoms, while at other times it can be determined only 
after the most careful and painstaking study. Roentgeno- 
grams are usually disappointing. Care must be taken to 
exclude brain tumors. 

The etiological factor varies in different cases. While 
purulent infections may account for a few of the cases, the 
non-suppurative infection is responsible in the majority. 
Poor ventilation and faulty drainage are most important in 
the etiology of the condition. The size and position of the 
middle and superior turbinates are of great importance in 
aeration of the posterior sinuses. 

The pathology is discussed under the following headings: 
(1) direct extension; (2) toxemia from some infective pro- 
cess; (3) bacteremia or focal infection; (4) hyperplasia; 
(5) anaphylaxis. 

The prognosis depends on the duration and extent of the 
loss of vision, the condition of the fundus and the virulence 
of the infection. 

In regard to the treatment, the important thing is to es- 
tablish aeration, and not to remove diseased tissue. Some 
patients will recover under local treatment; in others a 
semi-radical sphenoid operation is advisable. 

Post-operative complications included three secondary 
hemorrhages, two of which were controlled by packing in 
the nose. No fatalities have occurred. 


Optic Neuritis Following Nasal Accessory Sinus Dis- 
ease. Lronarp G. Reppinc. Pennsylvania Medical 
Journal, February, 1922. 

The purpose of this article is to direct attention to the 
frequently overlooked diseased nasal sinuses as causative 
factors in optic neuritis, and to make a plea for a more 
thorough exploration of the sinuses in patients suffering 
from optic neuritis. After ruling out every other cause, 
even though the nasal condition is apparently normal, an ex- 
ploratory puncture of the posterior ethmoid and sphenoid 
sinuses is advised. 

While there are many causes for this condition, the 
changes that occur in the nerve, if direct toxic action is 
excluded, are usually due to pressure, frequently from an 
exudate and less frequently from newly formed tissue. 

The first symptom complained of by the patient is dimness 
of vision in one eye, usually with a rapid onset and fre- 
quently without pain. With the ophthalmoscope, any change 
from a slight blurring of the disc, papillitis, edema, or 
choked disc to optic atrophy may be found, the condition 
seen depending upon the duration and extent of the patho- 
logical processes. The retrobulbar neuritis shows no change 
in the nerve, the diagnosis being made from the other symp- 
toms present. The perimetric findings are valuable if the 


upon 
> 
: 
5 
: 
& 
ey 
= 
ag over 
ced ich 
3 
r sh é 
> ould 
water: 
is wel 
ould 
the 3 
1 of of : 
: 
on 
= 


AMERICAN 
JourNAL OF SURGERY. 


80 


ProcrEss IN SURGERY. 


Marca, 1922 


patient is seen early enough in the course of the disease. 
The first finding is usually an enlargement of the blind spot 
of Mariotte; later, with further involvement of the nerve, 
there is more and more contraction of the form and color 
fields; and finally, when central vision is lost, the perimeter 
is of little value. The campimeter of Peters is the most 
satisfactory instrument for the examination of these cases. 
The x-ray should be used routinely in every case. 

Treatment should be directed toward relieving the pres- 
sure on the nerve. 

The prognosis of optic neuritis due to sinus conditions is 
good, if seen before the stage of atrophy sets in, and in 
some of these cases the disease is arrested, while in a few 


even a slight improvement may be noted. 


Treatment of Fractures of the Metacarpals and Phal- 
anges of the Fingers. RaLtpo R. WHEELER, Chicago. 
Journal of the A. M. A., February 11, 1922. 

Attention is directed to the importance of taking roent- 
genograms in so-called minor injuries, in order to ascertain 
the exact condition at the earliest possible moment. A sug- 
gestion is offered as to treatment in these cases, especially 
where extension is indicated. 


All writers agree that extension is indicated in fractures 
with overriding. This does not apply to the distal phalanges, 
because displacement of fragments here is not due to mus- 
cular action, and hence extension is not necessary. Frac- 
tures of the middle phalanges of the fingers are not often 
er but when this condition exists, extension is in- 

icated. 


Wheeler presents a method which will be found most 
applicable to fractures of the proximal phalanges and meta- 
carpals, but can be used with success in fractures of the 
middle phalanges. The secret of extension lies in something 
that can be attached to the skin, which will not slip and at 
the same time will not restrict circulation to any extent. 
This is accomplished with a strip of gauze bandage and a 
glue made of celluloid and acetone. To make this glue, 
enough celluloid (obtained from automobile top manufac- 
turers) is dissolved in acetone to make a solution of the 
consistency of mucilage. The solution may be tested by 
gluing a piece of gauze to an assistant’s hand before apply- 
ing it to the patient. A loop of gauze is glued to exc’: finger 
on which extension is desired, and while the glue is drying, 
a plaster-of-Paris cast is put on the forearm, extending 
from the fold of the wrist to within about 2 inches (5 cm.) 
of the fold of the elbow. A wire loop which is so adjusted 
as to project 2 or 3 inches (from § to 7.5 cm.) beyond the 
finger or fingers to be extended is incorporated in this cast. 
In this method counterextension is made against the bulge 
of the muscles of the forearm; hence in putting on the cast 
but little padding should be used, otherwise when extension 
is used it will crowd up. After the plaster has hardened 
the wire loop is adjusted to the line in which ‘extension is 
desired, and, following this, a piece of rubber tubing is 
passed through the gauze loop attached to the finger and 
over the wire loop, and made fast with as much strain as 
is desired. Care must be observed not to put too much 
strain on, or blistering of the skin will result and the gauze 
loop will loosen. In this contingency another loop may be 
applied, as in one of the writer’s cases, using the palmar 
and dorsal surfaces when the first loop was attached to the 
sides, and vice versa, and extension continued without in- 
terruption. The blistered surface will soon heal. 

This method is especially adapted to compound fractures, 
because it allows free access to wounds. It is likewise con- 
venient if it becomes necessary to operate and open down 
to the seat of fracture and adjust the fragments. The cel- 
luloid-acetone solution being impervious to water, the parts 
can be prepared for open operative work without necessi- 
tating the removal of the extension apparatus. Following 
the completion of the operation, the finger can be fixed in 
extension without any manipulation and held there, it being 
seldom necessary to do more than adjust fragments. A 
string can be substituted for the rubber tube during the op- 
eration, and traction made by an assistant when it is required. 
The rubber tube should immediately be restored at the close 
of the operation. — 


Recurrent Inguinal Hernia. W. Frencu. Bos- 
ton Medical and Surgical Journal, February 2, 1922. 

The causes of the recurrence of an inguinal hernia may 
be summarized as follows, according to this writer: 

1. Tension of the sutures. 

2. Impaired innervation. 

3. Infection. 

4. Failure to approximate the internal oblique and Pou- 
part’s ligament sufficiently low. 

5. Leaving the internal ring too large. 

6. Failure to recognize a direct hernia during an opera- 
tion’ for the indirect type. 

Each case of recurrent hernia presents its own problem. 
Its cure depends upon the appropriate utilization of structure 
available. 


The Establishment of Collateral Circulation Follow- 
ing Ligation of the Thoracic Duct. FerpInanp 
C. Ler, Baltimore, Md., Johns Hopkins Hospital Bulle- 
tin, January, 1922. ae 
After reviewing the literature on the experimental ligation 
of the thoracic duct, an intrathoracic method is described 
for complete ligation of the thoracic duct in the cat. It 
seems that the integrity of the thoracic duct is not essential 
to the life of the animal. In some cases in which the liga- 
tion was absolute, collateral lymph circulation was estab- 
lished to the right thoracic duct; while in other cases which 
showed complete ligation, lIymphatico-venous connections 
were found to exist between the thoracic duct and the azygos 
vein. The embryology of the lymphatic system may explain 
partly, but not entirely, these findings which also have a 
bearing on studies of fat absorption as well as on the clinical 
aspect of injuries to the thoracic duct. 


Vulvar and Vaginal Cancer Treated by Filtered and 
Unfiltered Radium Emanation. H. Batey and H. 
J. Bacc, New York, American Journal of Obstetrics 
and Gynecology, December, 1921. 
The authors state positively that the original lesion in 
vulvar cancer can be completely eliminated with loss of very 
little normal tissue and comparatively little pain by the use 
of imbedded radium emanation. The emanation tubes sur- 
rounding the lesion are inserted through normal tissue when- 
ever possible. The prolonged action of the buried emana- 
tion is effective in checking any extension of the disease. 
The smaller dose of 05 mcs. in each buried emanation tube 
removes the growth without the pain and extensive slough- 
ing that is produced by tubes of 5. mcs. each. It is only in 
the minute lesions that the tubes can be so arranged that all 
of the cancer cells can be effectively radiated. In the larger 
growths filtered radium emanation must be used in addition. 
—GeorceE S. REITTER. 


Tubercular Peritonitis. Grorce J. Curry. Journal of 
the Michigan State Medical Society, February, 1922. 

Among one hundred and two consecutive laporotomies 
performed by Curry for various surgical abdominal condi- 
tions, six were cases of ‘tuberculous peritonitis. A résumé 
of these cases is presented, and the following conclusions 
were drawn as a result of a study of them as well as of the 
subject generally: 

1. Patients suffering from tuberculous peritonitis should 
be subjected to careful hygienic treatment which should be 
continued if the patient’s condition improves. 

2. Abdominal section is indicated in patients in which 
the condition became worse, does not improve, or where 
ascites to a distressing amount forms, removing the focus 
if possible to do so without injuring surrounding structures, 
and if it can be easily done. : i 

3. Aim to arrive at an early and correct diagnosis. 

4. Never operate on an acute case which has been diag- 
nosed as such. 

5. Continue hygienic treatment after operation. 

6. Never disturb peritoneal adhesions in patients suffer- 
ing from tuberculous peritonitis, for fear of producing fist- 
ulae. Closing of the abdominal wound following such op- 
erations is also advised, for the same reason. : 

7. All patients with complicating pulmonary tuberculosis 
should have abdominal section done under local anesthesia. 

8. Apparently tuberculous salpingitis predisposes to fre- 
quent abortions. 
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